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HAVE nothing especially new or startling 

to present to this Society on the question of 
mammary malignancy. I will present some es- 
sential facts on the general question and show 
some of our methods at the Hartford Hospital 
and also present some facts that have been 
brought out by our Tumor Group. 


It is an unquestionable fact that in the diag- 
nosis and treatment of cancer of the breast the 
same progress has not been made as in the other 
branches of surgery. There is no statistical 
proof that cancer of the breast is recognized 
earlier or that the results of radical operation 
are better than they were fifteen years ago, at 
which time this particular study began. 

There are many factors which are to blame 
for this deplorable state of affairs. Many women 
defer going to a doctor because they have a 
deep-rooted aversion to a breast examination; 
others, a natural horror of such a mutilating 
operation as a breast amputation. Many be- 
lieve that a tumor of the breast which is pain- 
less cannot be of serious moment, while still 
others fear to hear the truth. 

The doctors who first see the cases are under 
a grave responsibility. In many instances med- 
ical advice is sought early, but in the absence 
of typical signs or symptoms of carcinoma, or 
because the patient is considered too young for 
malignant disease, she is either kept under ob- 
servation until the diagnosis of cancer is c¢lin- 
ically beyond doubt, or is dismissed with the 
assurance that there is nothing to worry about. 
Both of these attitudes are inexcusable. Yet, 
once the case has come to consultation, her doc- 
tor must take the responsibility for seeing that 
a definite diagnosis is made without delay. Thus, 
the ultimate prognosis rests largely in his 
hands. 

During the last fifteen years there have been 
a total of over 1,000 admissions for breast can- 
cer on 794 different patients, of which number 
517 represent primary admissions. In our serv- 
ice about 80 per cent of the delay was due to 
the patient. Ignorance and carelessness on the 
part of the patients were definite factors, but 
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the greatest factor was fear—fear that it was 
cancer—and nothing could be done to help 
them, and fear of operation and mutilation. In 
the near future we hope to have some definite 
statistics-on the life expectancy of patients with 
cardiovascular-renal disease entering the Hart- 
ford Hospital, and I am led to believe that the 
longevity of these cases will not be so good as 
the mammary eancer ones. If this is true, I 
think propaganda stating this fact will help 
to allay this fear that cancer is a hopeless dis- 
ease, 

For examination, patients stripped to the 
waist should be examined lying flat on their 
backs and I believe each examiner must work 
out details which give him the best results. The 
patient, not infrequently, can localize a lesion 
which the physician fails to find because she 
is familiar with the feel of her breasts and very 
promptly detects any change in their structure, 
and for this reason it is a good thing for wom- 
en to palpate their own breasts at rather fre- 
quent intervals. Finally, transillumination may 
be done, although I have no real confidence in 
this method. A positive diagnosis of the early 
lesion can be made only by a biopsy. 

The question of differential diagnosis will 
concern us for a few moments only. I would 
like to reiterate that the only way to make a 
differential diagnosis is to explore the breast, 
and to explore it even if only on suspicion. Fis- 
sure of the nipple or erosion, which is asso- 
ciated with a thickened duct extending into the 
breast, suggests the early Paget lesion. A bloody 
discharge from the nipple is generally indica- 
tion of ductal papilloma, which in 50 per cent 
of cases is associated with secondary malignant 
growth. <All tumors, or even suspicion of tu- 
mors, should be explored. The patient should 
be prepared fdr immediate radical operation 
should the frozen section from the tumor prove 
to be malignant. 

The male breast is subject to all the different 
types of tumor formation that affect the female 
breast, but the incidence of tumor in the male 
breast is insignificant as compared with the fre- 
quency of its occurrence in that of the female. 
There are logical reasons for believing that 
the undeveloped state of the male breast, its 
lack of constant mobility and its consequent 


J 
| 


502 


ENGLAND SURGICAL SOCIETY—JARVIS 


N. E. J. OF M. 
MAR. 12, 1936 


lack of exposure to the traumatism of move- 
ment may partly account for this difference. 
From a review of all data, it appears that Wil- 
liams’ figure represents the incidence of all 
mammary tumors as being 1 per cent in the 
male. In our service of 650 malignant breast 
tumors, there were four males or .6+ per cent. 

Sarcoma is a much rarer condition. In our 
service it comprised less than 1 per cent and 
consequently because of this small number, we 
are unable to draw any definite conclusion. 


TREATMENT 


We have had no experience with the injee- 
tion of colloidal lead as advocated by Blair Bell, 
or colloidal lead selenide as introduced by Todd. 

Our cases have been treated as follows: (1) 
Surgical method alone. (2) By radiation alone. 
(3) A combination of both methods. I believe 
the injection methods are, for the most part, 
in an experimental stage. We have employed 
the radiation method alone in a few eases, but 
these cases have been so treated within the last 
few years, and they will not be discussed here 
because this paper considers only those cases 
operated in the last few years, with the results. 
We will discuss, therefore, only those cases 
treated entirely by surgery alone, or by surgery 
and radiation. We have given a few preoper- 
ative external radiations for mammary carei- 
noma, but not to enough cases to warrant any 
conclusion; but I personally feel that most 
earcinomata of the breast are radioresistant, 
so under these circumstances a preliminary ap- 
plication of external radiation can be regarded 
as a waste of valuable time in delaying the op- 
eration. 

The next question to determine was what 
cases were inoperable. I believe a breast malig- 
nancy is inoperable: (1) When it is attached 
to the ribs or sternum. (2) When the supra- 
clavicular lymphatic glands are invaded. (3) 
When the axillary lymphatic glands are fixed 
and confluent. (4) When it occurs in the ful- 
minatinge and acute forms. (5) Cancer en 
cuirasse. (6) In the presence of distant metas- 
tases in lungs, pleura, abdominal and pelvie vis- 
cera and bones. (7) , When the general eondi- 
tion does not justify a severe surgical operation. 
Except when one or more of the above condi- 


Fcept surgery and radiation. 


tions were present all the carcinomata were op- 
erated upon in this series, even when the glands 
extended high up in the axilla, because, as stated 
before, we had nothing else to offer them ex- 
There were twelve 
deaths in 300 operative cases, giving an opera- 
tive mortality of 4 per cent. 


Wound infection 3 
Pulmonary emboli 3 
Pneumonia 4 
Cardiac 1 
Shock 1 


During the period under discussion there were 
treated 320 cases. Two hundred and sixty-six 
or 80 per cent were operable. Fifty-four or 20 
per cent were inoperable. The follow-up in the 
inoperable cases was 100 per cent and 100 per 
cent dead in five vears. In the operable group 
219 cases or 82.5 per cent follow-up, of these 
seventy or 32 per cent living without cancer for 
five vears, eighteen or 8.3 per cent living with 
cancer for five years, 117 cases or 53.4 per cent 
dead with cancer in five years, fourteen cases or 
6.5 per cent dead from other causes. So from our 
operable group at the end of five vears 40 per 
cent are alive and 60 per cent are dead. The 
length of time a patient will be free from can- 
cer depends, first, upon the type of malignancy 
and, secondly, on early recognition and ade- 
quate treatment of the disease. 

Under the second heading we have staged our 
cases as follows: 


Stage I — Cancer limited to breast. 
Stage II — Early and limited axillary me- 
tastases. 
Stage III — Extensive axillary metastases— 
borderline operability. 
— Indeterminate from data avail- 
able. 


Stage ? 


In the group where there is a greater mor- 
tality the follow- “up is better, so probably there 
are many cases in Group I free from disease, 
although of course they cannot be so counted. 

Under the first heading we have a very inter- 
esting study—that is, “determining by evto- 
logical examination how long each individual! 
patient, everything else being equal, will be 
free from disease. 


Forty years ago von Hansemann in his mon- 


Type No. No % No % No. % Cases % Cases % 
of ot of 5 Yr. of 5 Yr of Cases Dying Cases Dying Dying 
Case Cases Cases F. U Cases Cures Cases’ Living in Dying of Other 
c Living of Living 5/Yrs. 5 Yrs in Other Causes 

5 Yr. 5 Yrs Cases 5 Yrs. c c 5 Yrs. Causes in 

F. U. 8 c c Cancer Can- of in 5 Yrs 

Cancer F. U. Cancer cer Cancer 5 Yrs. 

Inoperable 54 54 100% 00 00.0% 00 00.0% 54 100% 00 00% 
Operable 266 219 82.5 70 32.0 18 8.3 117 53.4 14 6.3 
Stage I 108 83 76.8 42 50.6 5 6. 26 31.3 10 12.1 
Stage II 104 96 92.3 24 25. 11 11.4 60 62.5 1 1.1 

Stage III 29 27 93. 1 4, 1 4. 23 83. 2 a 
Stage ? 25 13 52. 3 23. 1 7.7 8 61.5 1 7.8 
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ograph first presented the idea that a_ scale 
might be drawn up to represent the degree to 
which the morphology of a tumor departs from 
that of the mother cells from which it arises. 

Greenough’s 1925 study of series of cases from 
the records of the Massachusetts General Hos- 
pital was the first real attempt to do this grad- 
ing in this country. Later workers were Patey 
and Searff, Ewing, MacCarty and Haagensen. 
On the other hand, a few American patholo- 
gists, notably Reiman, have reached the con- 
clusion that this histological study of breast 
cancer has little or no prognostic value. 

The pathologist whe does the grading at 
the Hartford Hospital has followed more or 
less closely Haagensen’s suggestions. He has 
made three grades, the exact details of which 
erading, [ will not bore you with at this time, 
except to say that in looking over previous 
slides the slides must be in fairly good condi- 
tion, and that out of our series of breast can- 
cer, we were able to follow only 193 cases, which 
was 67 per cent of our entire group. 

There was some difficulty during the period 
of 1918 and 1919, or the so-called war period, 
where the records of cases were not so well fol- 
lowed and the sections not so good. 


Type Number % Number 
of of of Cases of Cases 
Case Cases Living Living 
5 Yrs. 5 Yrs. 
Grade I 
with metastases 8 62% 5 
Grade I 
without metastases 23 95% 22 
Grade II 
with metastases 104 33% 35 


503 
Grade II 
without metastases 42 62% 28 
Grade III 
with metastases 8 00% 0 
Grade III 
without metastases 8 60% 5 


From this chart there are several conclusions 
one might be able to draw. 


1. If a patient has a Grade I carcinoma of 
the breast she has over 90 per cent chances of 
being alive at the end of five years, while those 
cases having a Grade III carcinoma are prac- 
tically all dead at the end of five years. 

2. The cases in between these two extremes 
vary accordingly. It is interesting to note that 
Grade I cases, even with metastases, have just 
as good a chance for a five-year survival as 
Grades IT or IIL when the carcinoma is confined 
to the breast. 

3. It is also a very interesting observation 
we have made that the more cases of breast tu- 
mor that are explored and found to be benign, 
the greater the percentage of carcinoma patients 
examined without metastases. 


In conelusion, there are only a few things 
we would like to point out: 

1. The results of radical operation for car- 
cinoma of the breast are not much, if any, bet- 
ter than they were fifteen years ago. 

2. The ultimate result of any one case de- 
pends upon, (1) its early recognition and, (2) 
upon a low grade type of malignancy. 

3. The greater the number of breasts that 
are explored and the tumors found to be benign, 
the greater the percentage of malignant cases 
that will be found to be without metastases. 


— 


RESULTS IN MAMMARY CARCINOMA 
AT THE ELLIOTT HOSPITAL* 


BY GEORGE C, WILKINS, M.D.,f AND GEORGE F. DWINELL, M.D.+ 


HE purpose of this paper is to analyze as 
@ fairly as possible the results in our treat- 
ment of mammary cancer at the Elliott Hospital. 
This study ineludes all the cases admitted from 
September, 1919 to September, 1930. During 
this period eighty-six cases were treated. Since 
1930, fifty-one have been admitted, but none of 
these have been considered because we believe 
a study of breast cancer in patients who have 
been operated less than five years is of little 
value in appraising the results of one’s work. 

Of the seventy-nine operations performed, 
seventy-four radical and five palliative, fifty- 
five were performed by us and the remainder 

*Read by Dr. Dwinell at the Annual Meeting of the New 
England Surgical Society at Manchester, New Hampshire, Sep- 
tember 27, 1955. 

+Wilkins, George C.— Surgeon, Elliott Hospital. Dwinell, 


George F.-— Assistant Surgeon, Ellictt Hospital. For records 
and addresses of authors see “This Week’s Issue,’ page 544. 


by five other surgeons on the staff. Many of 
the cases operated upon had a known incidence 
of palpable tumor for a year or more, while 
others were fairly early. 

It is certain that many patients with active 
extensive carcinoma and elandular involvement 
have been afforded a fairly long period of pal- 
liation and sometimes a cure, after being oper- 
ated in a thoroughly painstaking and _ radical 
manner. Unless there are supraclavicular 
nodes, thoracic metastases, or fixation to the 
chest wall, radical operation is nearly always 
indicated. The amount of tissue removal must 


be based entirely on the operative standard, and 
should not be reduced on account of contem- 
plated postoperative radiation therapy. 

In all but twenty early cases postoperative 
x-ray therapy was given, and in several of the 
apparently more advanced cases, both preop- 
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erative and postoperative radiation therapy were 
utilized. It is not within the scope of this pa- 
per to discuss the merits of x-ray therapy as 
an adjunct to operation, but we believe every 
ease should have postoperative radiation. The 
amount of x-ray therapy, as now measured in 
r. units, has been gradually increased and if 
there is benefit to be derived from this adjunct 
we should expect better end-results in the next 
five or ten years. 

In spite of some very encouraging reports 
following intensive radiation treatment “of breast 
cancer with radium packs, deep therapy x-ray 
and interstitial radium, we believe surgery of- 
fers the most hopeful form of treatment in all 
but the definitely incurable cases and that radi- 
ation should be reserved for palliation and as an 
adjunct to surgery. 

In practically all of the radical operations the 
Rodman incision was used. This incision lends 
itself to many modifications, the scar is usually 
below the axilla on the chest wall and it allows 
dissection from above downward without dis- 
turbing the breast and chest wall tissues until 
nearly the end of the operation. 

Whatever form the skin incision may take, 
the operation itself must include a wide dis- 
section of the skin, away from the tumor, the 
removal of all axillary contents, nearly all of 
the pectoralis major, all of the pectoralis minor 
and the deep fascia, including the upper anterior 
fascia of the rectus muscle. 

Table 1 shows the results in our series, after 
eliminating the cases that should not be in- 
cluded in an end-result study. 


TABLE 1 

Total cases admitted 86 

Radical operation 74 

Palliative (mastectomy) 5 
Radiation only 6 
Died of other causes under 5 years : 
No operation 
Untraced 24 
Cases available for end results 62 
Number cases now well (1919-1930) 22 35% 
Number 5 year cures 31 50% 
Number 10 year cures (op. prior to 1925) 11 18% 


The involvement of lymph nodes of metas- 
tatic extension immediately lowers the probabil- 
ity of cure. In approximately four-fifths of 
our cases the axillary nodes were found involved 
by the pathologist. The most careful palpation 
of the axilla before operation may be very mis- 
leading. Negative evidence of involved nodes 
in the axilla is of no value. 

Table 2 illustrates the serious menace to life 
involved in metastatic extension of cancer to the 
lymph nodes, and how much more favorable are 
the results in patients who have been operated 
before the beginning of lymphatic involvement. 


When the diagnosis of cancer can be made 
immediately by inspection and palpation it also 
indicates a well-developed and fairly long exist- 
ing tumor. Unfortunately, our present clinical 
methods are inadequate for making a correct 
early diagnosis of breast cancer. 

Fixation of the skin usually means there is 
also axillary involvement, and in patients with 
large breasts the tumor usually exists for a con- 
siderable time before it can actually be palpated. 


TABLE 2 
Total number patients 86 
Untraced, x-ray only and no operation 17 
Available for study 69 
Living Living 
5 Years 10 Years 
With metastatic 
nodes 54 (78%) 21 (49%) 5 (9%) 
With no metastatic 
nodes 15 (22%) 10 (67%) 7 (47%) 


We assume a universal agreement on the advis- 
ability of removing any tumor of the breast. 
and if it is impossible to be definitely convinced 
as to its malignancy, the tumor should be re- 
moved, examined by the pathologist at once if 
possible and the wound closed. or a radical op- 
eration proceeded with. Even when it is neces- 
sary to wait twenty-four hours it apparently 
does not increase the danger of metastatic 
spread, providing a wide excision is made about 
the tumor and it is removed with a considerable 
depth of surrounding normal tissue. 

We found it advisable to carry out this pro- 
cedure in eleven cases, and eight of these pa- 
tients have lived from five to ten years with- 
out recurrence. 

Patients with inflammatory carcinoma, metas- 
tatic supraclavicular nodes or with bone metas- 
tases should be treated with deep therapy x-ray, 
sometimes assisted by interstitial radium. Oc- 
casionally simple mastectomy will make the pa- 
tient more comfortable. 

In our postoperative care we like to have the 
patient ambulatory as soon as possible after op- 
eration. The upper arm is held close to the 
side until the morning after operation. 

From then on the patient is urged to use the 
arm as much as possible and they should be able 
to touch the top of the head on the third or 
fourth day. They sit up in bed in twenty-four 
hours and are usually in a chair by the third 
day. X-ray therapy commences as soon as the 
wound is healed. 

Every effort should be made to induce women 
to examine the breasts occasionally for lumps. 
They should be taught that breast cancer is 
curable in exact relation to its early discovery 
and treatment. We have found in both office 
and clinic practice an increasing number of 
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women coming for breast examinations. These 
women, however, are from younger and better 
informed groups and rarely have cancer. They 
come as the result of educational efforts which 
we hope will produce better results in the fu- 
ture. No matter how imaginary or trivial the 
cause may be, these patients are commended 
and urged to return for examinations when- 
ever they become alarmed. 


The advisability of considering routine sterili- 
zation of breast cancer patients below the meno- 
pause age is before us now, and it is reasonable 
to suppose that the absence of ovarian stimula- 
tion may reduce the incidence of recurrence. We 
intend to adopt this therapeutic measure in the 
future. 

With increased use of transillumination of the 
breast, the occasional use of aspiration biopsy 
in appropriate cases and a greater opportunity 
of seeing early breast cancer through education 
of the public, there is reason for an attitude of 
hopeful expectancy in the end-results of our 
breast cancer patients treated in the future. 


DISCUSSION 


Dr. CHANNING Stumons, Boston, Mass.: Mr. Presi- 
dent and Gentlemen—I am very glad to have heard 
these papers. As you all know, it is a subject in 
which I am very much interested. I think they 
have covered it very fully and there is relatively little 
to add. 


Our best advice to women with a tumor of the 
breast is to consult a physician at once and for the 
physician to explore any suspicious tumor, as biop- 
sy is about the only way we can be sure of our diag- 
nosis. 

The importance of no delay is shown by a group 
of cases we have recently been studying, in which 
the mean duration of the cases without axillary in- 
volvement was three months. The mean duration 
of the eases with axillary involvement was six 
months. 

Roughly speaking, if we see the cases early be- 
fore metastases have taken place we can cure a 
large percentage. There are certain cases of can- 
cer of the breast that cannot be cured by surgery 
in which operation is contraindicated, namely, can- 
cer in lactating breasts in young women. 

The statement made by certain men that no 
women under forty should have a radical oper- 
ation for cancer of the breast, as it is incurable by 
surgery, however, I do not think is correct. We 
have had many cases of women in that decade of 
life with cancer of low malignancy cured by radical 
surgery. 

In studying the groups of cases, we have been 
impressed that the prognosis depends on two things, 
the extent of the disease and the degree of malig- 
nancy of the tumor. Dr. Jarvis brought this point 
out. 

As regards the grade of malignancy, in low ma- 
lignancy we obtain approximately 90 per cent of 
five-year cures; in medium malignancy, 45 to 50 per 
cent; in high malignancy, 16 to 20 per cent. We 
have had a few cases of high malignancy cured by 
surgery even some with axillary involvement. Al- 
though the degree of malignancy does not influ- 
ence the treatment it gives some idea of the prog- 
nosis in a given case. 


We have found that from 10 to 15 per cent of 
the cases living without evidence of disease at the 
end of five years will develop late metastases. 

At the present time a great deal has been said, 
and clinics and laboratories are working on the re- 
lation of the ovarian hormone to cystic disease and 
cancer of the breast. At certain clinics, an arti- 
ficial menopause is being induced in every woman 
with cancer of the breast before the menopause, 
to destroy the ovarian hormone. This was suggest- 
ed originally by Beatson in 1898, and Trout of Roa- 
noke has done some work on the subject. 

All we can say at present is that it is an interest- 
ing piece of investigative work. 

Another point that has caused much discussion 
is the value of preoperative and postoperative radia- 
tion. Several years ago at the Massachusetts Gen- 
eral Hospital, Dr. Greenough and I operated upon 
practically all the breast cases in order to have 
control. On the group, one half of these cases 
were referred to Dr. Holmes for prophylactic radia- 
tion. The remaining cases received no radiation. 
Dr. Holmes chose to give preoperative radiation 
treatment. In comparing the five-year results of 
these two groups the percentage of cures was found 
to be the same. We are speaking of radiation as 
given in 1920, to 1930. We now give much higher 
dosage. On the other hand other investigators were 
using approximately the same dose at that time. 
All we can say is that apparently in our hands it 
had no effect on the prognosis and that our figures 
do not agree with those of certain others. At pres- 
ent we are not recommending it if there is a good 
chance of permanent cure by surgery. 

Before operation, all cases have x-ray films taken 
of the lungs, spine and pelvis, and often the skull, 
to rule out the possibility of remote metastasis. If 
remote metastasis is present the case should not be 
operated upon, for the disease can be controlled as 
well by radiation. 

The results of radiation as a palliative measure 
and in prolonging life are striking. 

I was glad to hear Dr. Dwinell state that he al- 
lows the patient to use the arm shortly after oper- 
ation. I use a scultetus bandage, with the last 
tail of the scultetus as a shoulder strap. The pa- 
tient is allowed to use the arm from the first. The 
patients may have more serum in the wound, but 
there are fewer stiff shoulders. 

About the emount of tissue removed; we take out 
the breast, both muscles, and the contents of the 
axilla. If the skin is sufficiently undercut it is pos- 
sible to remove all the tissue necessary, and yet be 
able to close the wound in the majority of cases. 
First intention healing will not be obtained in every 
wound by any manner of means if sufficient tissue 
is removed. 


PRESIDENT JOHNSON: 


These papers are open now 
for general discussion. 


Dr. ErNeEsT M. DALanp, Boston, Mass: I would 
like to show two slides in connection with this 
subject and also in connection with the paper that 
I am going to read a little later in the afternoon. 

One thing I would like to emphasize that both men 
have referred to is the importance of removal of 
muscles. Dr. Wainwright of Scranton, Pennsyl- 
vania, a few years ago demonstrated that the pec- 
toral muscles should be removed for two reasons: 
first, that they cover the upper axilla and we can- 
not expose the upper axilla without taking out the 
muscles, but more important is the fact that the 
muscles may become involved in cancer. He showed 
a number of large slides, full sections of the breast, 
in which he demonstrated cancer in the muscles and 
in front of the muscles. He pointed out that one 
should take out all the muscle to the insertion, and 
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also that one should reflect the skin flap and cut 
the insertion without seeing the rest of the muscle, 
because he felt that there were nodes and nodules 
in front of the muscle that might be spread. 


and thirty-three cases treated by primary radiation 
instead of operation because they were inoperable, 
lived no longer than if they had been untreated. 


(Slide 1.) This is a group of one hundred untreat- 
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SLIDE 1. Surg. Gynec. & Obst. 44: 265, 1927. 


ed cancers of the breast. A little later I am going 
to give you some cures on one hundred untreated 
cancers of the rectum. 

The first curve, Curve A, is a survival curve of 
one hundred untreated cases. These patients had 
absolutely nothing done in the nature of operation 
or radiation. At the end of five years we have 22 
per cent living with the disease, 5 per cent at ten 
years, and the last two patients died at thirteen years. 
Those patients had cancer all the way through the 
thirteen years. This is a chart we published four 
or five years ago. These other curves are from the 
Massachusetts General Hospital. Curve B represent. 
sixty-six radical operations with and without x-ray, 
with and without axillary nodes. The survival is 
very definitely above the other line, and we have 
at seven years 35 per cent well. These are from onset 
of symptoms and not seven years postoperative. They 
probably average about five years postoperative. 

The third group includes sixteen selected cases 
without axillary nodes, with 62 per cent alive and 
well at seven years. There was one operative death. 
(Indicating.) This is a case that accidentally got 
into the series. She did have supraclavicular nodes, 
but not axillary nodes. 


There is just one further point which is that the 
median point in this curve is at the end of two and 
a half years. At the end of two and a half years, 
half of these patients were dead and half were 
alive. The median is a little different from the 
average. The average figure was forty months as 
against thirty months, the median figure. Every 
thing above this line is gain from operation. 

(Slide 2.) Dr. Burton Lee of the Memorial Hos- 
pital charted one hundred and thirty-three primary 
breast cancers against this curve. The only differ- 
ence between his cases and mine is that his pa- 
tients were a little younger than my group. They 
average four or five years younger and, therefore, 
he felt that the grade of malignancy and rapidity 
of growth would have been greater in his series. 
But the duration of life is exactly the same as in 
the group of untreated cases. 

The only cther thing in favor of this primary 
radiation without operation in this group is that in 
many instances he healed the ulcerations, kept can- 
cer from breaking down and, doubtless, made his 
patients a little more comfortable. One hundred 


Dr. GEORGE C. WILKINS: I have very little to say 
because so much that can be said has already been 
expressed by the speakers and by the men who 
have discussed the papers. 

I wanted to bring out the point of early diag- 
nosis by excision as being not perhaps harmless, 
but perfectly justifiable. I think the nearer we get 
to early diagnosis in cancer of the breast, the more 
difficulty we are going to have in making an abso- 
lute diagnosis of the tumor by any of our known 
methods, by palpation or by any of our clinical 
methods, I mean. 

So that leaves it that the only way open is to 
examine the tumor microscopically, and to do that 
it must be removed. As we said in our paper, it 
can be done by removing the tumor with a good 
margin and having it examined. I do not believe 
it is going to be detrimental to the recovery of the 
patient. 

There is cone thing we must always beware of 
in tumor of the breast, with a small tumor, and that 
is to get the idea that it is an early tumor. It may 
be a slow-growing tumor. We have had several of 
them in which the tumor was small and the axil- 
lary nodes were larger by one or two sizes than 
the original tumor. 

In regard to sterilization in the patients under 
fifty or under menopause age, I do believe that it 
offers something in the way of improvement in the 
after-results for those patients. The paper of Dr. 
Dresser before the American Radium Society last 
spring at Atlantic City rather convinced me of the 
value of it. I think it is worth carrying out. 

In regard to the relative values of preoperative 
and postoperative x-ray, I believe the postoperative 
x-ray is the more important. The objection to the 
preoperative x-ray with our present-day methods of 
using the x-ray is that if we give enough x-ray before 
operation to do some real good, the operation is 
going to be extremely difficult and the healing very 
slow. In the old days, when comparatively small 
x-ray dosage was given, one could operate after- 
ward without any particular trouble, but with the 
dosage that should be given today, either before or 
after operation, you will find it a very difficult job 
to remove the breast. 

Also, there is so much tissue that will take up the 


x-rays, and the deeper tissues, deeper lymphatics, 
which are the ones we wish to get at, are so far 
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beneath some of the breasts, that I doubt the effi- 
ciency of it. After the breast is removed and there 
is nothing but skin over the ribs, then the x-ray 
will do all the good possible. 

I just want to say one more word about the value 
of the Rodman incision. I am very much pleased 
with it and I think a better chest wall, better axil- 
la and better movement of the arm result when that 
technique is used. 


Dr. Vincent Meics, Boston, Mass.: I should 
like to sound a word of warning to those roentgenol- 
ogists who are attempting destruction of the ovary 
by x-ray treatment in order to determine the value 
of such treatment in cancer of the breast in the 
woman who is still menstruating. Even though 
menstruation is stopped by x-ray treatment, it does 
not necessarily follow that the ovarian hormone is 
destroyed. We have had a number of patients in 
the hospital recently who, even though menstrua- 
tion had ceased, still had estrin in the urine and no 
prolan. If the menopause had occurred prolan 
should be present and no estrin. Therefore, I think 
that before statistics are presented on patients who 
have had treatment of that sort, it should be deter- 
mined that the actual menopause had been brought 


about. The only way at the present time that that 
can be done is to determine the estrin and prolan 
content of the urine of each patient. Endometrial 
biopsy to determine the state of the endometrium 
should also be carried out. If it is atrophied the 
menopause is probably passed, but if proliferation 
or secretion is present the ovaries are still active. 


Dr. AtrRED M. Rowrey, Hartford, Conn.: Mr. 
President—No mention has been made of chronic 
mastitis, the lumpy breast, which may harbor ma- 
lignancy. I wish to make a plea, that these cases be 
carefully watched so that a true growth may not 
be overlooked. The public and physicians have 
been instructed through the teaching of those who 
have had much experience in breast pathology and 
surgery that chronic mastitis is not followed by ma- 
lignancy. We have had several cases in which the 
two conditions were associated. I also wish to 
call attention to the method of examination of 
breast tumors in our tumor clinic. In the last few 
years we have allowed but one or two physicians 
to examine the breast tumor. If many roughly pal- 
pate a growth, malignant cells may be expressed 
into the lymphatics. 


MORPHINE AND INTESTINAL ACTIVITY* 


BY FREDRICK F. YONKMAN, PH.D.,{ JOHN M. HIEBERT, M.D.,{ AND HARKISHEN SINGH, M.D.§ 


Plant and Miller’: morphine 
4% was held to be a ‘‘bowel splint’’, by virtue 
of its supposed immobilizing effect on the intes- 
tine. But since the appearance of the excellent 
contribution by the Iowa investigators, ample 
confirmationt* *** 78 has been so fortheom- 
ing as to modify our views concerning the true 
action of morphine and certain other opium al- 
kaloids on intestinal activity. Instead of. in- 
hibiting the intestine by a depressant action we 
now have the conception that in ordinary dos- 
age of 1/8 and 1/4 grain, morphine attains 
its clinical advantages through stimulation of 
motility and tone. 


METHOD 


While studying the effects of various doses 
of strychnine® on the intestine we were privi- 
legedt to observe also the effects of morphine 
in five patients, a woman and four men, two of 
whom had a Mikuliez operation, one a cecosto- 
my and two a colostomy. To obtain a graphic 
record of what occurred in the intestine we used 
the same method employed by Plant and Miller 
and others. Long, sausage-shaped, rubber bal- 
loons tied to rubber catheters were inserted into 


*From the Department of Pharmacology, Boston University 
School of Medicine and the Evans Memorial Hospital. 

+No attempt has been made to enumerate every investigation 
concerning the action of morphine on the intestine since excellent 
reviews are given by most authors quoted in this paper. 

tWe are greatly [ndebted to Dr. H. M. Pollock, Dr. W. 
Christie, Dr. A. L. Hanrahan and Miss V. Ballou, R.N., of the 
Massachusetts Memorial Hospitals and to Dr. W. R. Morrison, 
Dr. E. S. A. King, and Miss Agnes MacDonald, R.N., of the 
Boston City Hospital for their hearty codperation in this inves- 
tigation. 

$Yonkman, Fredrick F.—Associate Professor of Pharmacology, 
Boston University School of Medicine. Hiebert, John M.—Asso- 
ciated with the Department of Clinical Research, Winthrop 
Chemical Company. Singh, Harkishen—-Interne in Pathology, 
Massachusetts General Hospital. For records and addresses 
of authors see “This Week’s Issue,’’ page 544. 


the large and small intestines of the patients. 
The catheter was then connected to a water 
manometer in which any change in water level 
(at 25 em. pressure) and hence in air volume 
was distributed graphically to a smoked paper 
on the kymograph through a modified’® Brodie 
air bellows. All patients were given break- 
fast, and the balloon was usually inserted, with 
pain in no instance, at about 9:30 or 10:00 A.M. 
The patient was allowed to assume a comforta- 
ble position on his back in his own bed and 
varied slightly from this position for four, six 
or seven hours with little discomfort. All in- 
jections of morphine sulphate were given in- 
tramuscularly after a normal record of one 
hour’s duration or after the effect of strychnine 
had disappeared. 

Our kymograph was so placed at the bedside 
that the patient saw no part of the record unless 
shown to him by mirror image. This was will- 
ingly done when the patient manifested inter- 
est in the proceedings. As well as could be de- 
termined, these diversions left no effect by way 
of altering the existing record. Conversation 
was indulged in, but within reasonable limits, 
and ward activities were partially excluded 
with screens. 


RESULTS 


Tleum. Fig. 1 represents a record taken from 
a man with a Mikuliez operation which allowed 
access to his ileum as well as ascending colon. 
The normal record shows his intestine to be 
very active. At this time he was complaining 
of the excessive ‘‘burning’’ which accompanied 
the excoriation in the abdominal ‘‘scar pocket”’ 
surrounding the operation. With the hope of 
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slowing up his intestine to allow for maximum 
absorption and hence lessen the fluid content of 
the ileum as it arrived distally, atropine, in the 
form of tineture of belladonna, was administered 
for three days. Slight relief was obtained but 
not sufficient because of seepage of the added 
fluid intake required to satisfy the patient’s ex- 
cessive thirst. The record from the ileum, how- 
ever, reveals almost complete absence of peris- 
talsis. In this condition morphine was admin- 


Fig. 3 is taken from a woman with a Mikulicz 
operation whose ileum was not so accessible. 
Hence her colon only was studied. As the ree- 
ord demonstrates, morphine, 15 mgm. (1/4 
grain) in a colon not acted upon by 2 mgm. 
(1/30 grain) of strychnine, elicits a definite 
increase in tone and a rather pronounced in- 
crease in rhythmic frequency. About forty-five 
minutes after injection the patient began to 
vomit with gradual return of tonus to normal 


FIG. 1. Man, aged fifty-three: Mikulicz, record of ileum, 
February 18, 1933. Time interval in minutes. At 


g. of morphine intramuscularly. At 12:4 


Ss mg. 
brandy (30 cc.) at 1:05 P.M. Cramps indicated by X marks. 


istered in 1/8 grain dosage resulting in a defi- 
nite stimulation of tone and peristalsis which 
persisted for one hour. This patient is of spe- 
cial interest since morphine activated the quies- 
cent, atropinized bowel which fact Plant and 
Miller’ first demonstrated in their unanes- 
thetized animals. The remainder of the record 
shows the effect of dinner and brandy after mor- 
phine. Peristalsis, with ‘‘cramps’’, prevails. 


in the next two hours. In our series this woman 
was the only patient to vomit. 

Fig. 4 is a record taken from a man’s as- 
cending colon approached through his cecos- 
tomy. The interesting feature as regards his 
‘‘normal’’ is the slight activity present. This 
was augmented appreciably by a large dose, 3 
mgm. (1/30 grain) strychnine for almost two 
hours when the man’s hunger was mildly ap- 


Man, aged fifty-three: Mikulicz, record of colon, 
19 


IG. 2. 
February 15, 33. Time interval in minutes. At 1:55 P.M., 
15 mg. of morphine intramuscularly. At 5:05 P.M., brandy 
(30 cc.). Cramps indicated. 


Ascending Colon. Fig. 2 is a record of ae- 
tivity of the ascending colon of the patient de- 
scribed above. These records were not taken 
simultaneously ; the colon was studied three days 
before the ileum. This tracing also shows that 
morphine had rather marked, stimulating effect 
on the colon as regards tone and peristalsis, 
tone persisting at 20 mm. above normal three 
hours after morphine administration. 

During this study of the ascending colon, in- 
creased activity was observed in the _ ileal 
‘‘stump’’ at the site of operation. The ileum 
flared out trumpet-like with each wave of activ- 
ity and after morphine we recorded ten to 
twelve waves compared with seven and eight 
per minute prior to morphine. We feel that 
these waves of activity represented rhythmic 
waves because of their frequency. At the same 
time, however, fluid seepage seemed to increase 
at the ileal ‘‘stump’’. 


peased by a few erackers, the effect of which is 
definitely recorded. To serve as a control, thus 
obviating any ‘‘psychic’’ effect of the needle, 
one ec. of normal saline was injected with no 
stimulation following. Forty-five minutes la- 
ter 15 mgm. (1/4 grain) of morphine produced 
a very gradual increase in tone with only slight, 
delayed effect on rhythmic and peristaltic ae- 
tivity. This case presents the least activation 
observed in our series. When compared with 
figs. 2 and 3 one finds these particular ascend- 
ing colons much less active normally than the 
distal colons to be described below. The sug- 
gestion comes to mind that a lessened activity 
might be expected with diminished function of 
the large bowel accompanying cecal elimination. 

Fig. 5 represents the record of activity of a 
man’s distal colon approached through a colos- 
tomy. A fairly active distal colon was depressed 
by 2 mgm. (1/30 gr.) of strychnine and in this 
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condition morphine 15 mgm. (1/4 gr.), was ad- 
ministered with slight and delayed increase in 
tone resulting. The tone increase persisted for 
an hour and was accompanied by a definite in- 


minutes. At 4:16 P.M., 
At 4:58 P.M., 
ing 


intramuscularly. At 3:1 
At 3:55 


. 3. Woman, aged fifty-four: 
proach and record of agg June 19, 1 
2 


15 mg. of a intramuscularly. 


FIG. 4. aged fifty-two: Cecostomy, 
Time interval in minutes. At 12:10 


Fig. 6 is taken from a man’s distal-trans- 
verse colon approached through a colostomy. 
The record shows the normal period and the 
complete lack of effect following 3 mgm. strych- 


with cecal ap- 
ime interval in 
of strychnine intramuscularly. 
Vomit- 


Mikulicz, 
933. T 


March 2, 1934. 
P.M., 3 mg. of strychnine 


saline intramuscularly. 


0 .M. 
P.M., 15 mg. of morphine intramuscularly. 


FIG. 5. 
Time interval in minutes. 
intramuscularly. 
muscularly. 


crease in rhythmic and peristaltic waves. Gas 
was passed at various times further demonstrat- 
ing propulsive activity. This patient was not 
observed beyond the second hour following mor- 
phine. 


At 12:28 
Gas seepage indicated. 


Man, aged forty- By ge E Colostomy, February 13, 1934. 
11:08 A.M. 


, 2 mg. of strychnine 
15 mg. of morphine intra- 


nine, after which, morphine, 1/4 grain, produced 
an immediate and pronounced stimulation both 
of tone and rhythmic activity. Peristaltie fre- 
queney was also increased but is not so readily 
perceived from the record due to the marked 
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increase in tone and rhythmicity. For almost 
two hours after injection, morphine had main- 
tained this extreme condition, following which 
there was a gradual return toward normal with- 
in the next ‘hour. At the end of three hours 


and fifteen minutes, tone was still higher than 


Man, aged fifty-five: 


FIG. 6. 
Time intervals in minutes. At 1 


intramuscularly. At 1: 31 P.M., 
cularly. 


FIG. 7. 
Time intervals in minutes. At 12: 


Man, aged fifty-five: 


At 4:08 


we observed that the drug in smaller dosage, 
produced an increase in tone for over an hour, 
a marked increase in peristaltic amplitude and 
frequency and a marked increase in rhythmic 
frequency and amplitude. After two hours the 
picture appeared normal. Saline was given 


Colostomy, February 15, 1934. 
2:01 P.M., 3 mg. of strychnine 
15 mg. of morphine intramus- 


Colostomy, February 5, 1934. 
51 P.M., 8 mg. of morphine 
1 ce. saline intramuscularly. 


P.M., 
P.M., 15 mg. of morphine ietonadiesntle. 


before morphine, and peristaltic and rhythmic 
frequency were still augmented. This patient 
had been studied for seven hours before sup- 
pertime terminated the observations. 

Because of the pronounced activity observed 
in this patient with 1/4 grain of morphine we 
desired to learn the effect of 1/8 grain dosage. 
Thus three weeks later as fig. 7 demonstrates, 


about one half hour later to rule out ‘‘ psychic’” 
effect of the needle. The record shows no change. 
Then morphine, 1/4 grain, produced a picture 
somewhat similar to that resulting from the 
same dosage in the same patient as shown in 
fig. 6. The increase in tone is marked in both, 
but the increase in peristaltic frequency is more 
evident in fig. 7. After one hour the effect of 
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morphine was still very marked but the patient 
was observed no longer since supper trays at- 
tracted his attention after six hours of obser- 
vation. 

During all of our observations we were alert 
for any expressions from the patients regarding 
their experience of pain, general discomfort or 
any untoward sensation. Thus we learned from 
one patient that after morphine he felt a sensa- 
tion of wriggling activity—in his own words, 
‘‘wormy movements’’. Another said he felt like 
passing gas. One said that he was positive he 
could ‘‘produce a movement”’ if he could only 
sit upright (and this despite the fact that his 
rectal colon was disconnected and non-fune- 
tioning)! Could a balloon have been inserted 
rectally, it might have graphically verified his 
contention. Some of our patients said they felt 
‘‘cramps’’. Our interest was directed to the 
time of appearance of the cramplike pains. We 
found three variations. In some they appeared 
at the height of a peristaltic wave, in others 
they appeared at the beginning of a wave while 
in one patient complaint of a ‘‘mild, dull 
cramp’’ appeared after the curve showed that 
the balloon was filled, i.e., at the conclusion of a 
peristaltic wave. This cramp probably was 
due to distention but why it should appear at 
the end of a wave, rather than prior or during, 
is of speculative interest. 


DISCUSSION 

All of our patients showed some form of 
stimulation of either ileum or colon, the result 
depending upon the individual patient, the area 
studied and the dose of morphine employed. We 
hope to add cases to our present group from 
time to time as opportunity affords. If future 
results are comparable with those reported here 
and by other investigators, we see logic in the 
contention that morphine should be used in sus- 
pected peritonitis to prevent excessive disten- 
tion, provided the dosage is repeated with suffi- 
cient frequency—perhaps at three or four hour 
intervals as is at present advised and practised 
in many hospitals. Dr. Charles F. Branch of 
the Department of Pathology concurs in the 
opinion that where there is probability of a 
weakened intestine to perforate. increased tone 
under morphine might be advantageous, since 
distention, a factor augmenting perforation 
mechanically, would be obviated. Further, ul- 
cerative margins might repair more readily 
when in close approximation rather than in 
a flaccid or distended bowel. 

Postoperatively, morphine by increasing bowel 
tone would conceivably relieve so-called ‘‘gas 
pains’? by preventing distention. Increased 


bowel activity would promote gas passage and 
also allow for better absorption’ of gas as well 
as liquid. Thus, comfort received from mor- 
phine is apparently brought about by a periph- 
eral stimulating action in the intestine as well 
as by a central depressant action on pain per- 
ception. 

In intestinal hemorrhage, morphine would of- 
fer relief more quickly if tonus were increased 
than if the intestine were relaxed. If one com- 
pares the action of morphine on the intestine 
with the action of ergot on the uterus post- 
partum one sees the fallacy of attempting to ex- 
plain the efficacy of morphine on the basis of 
bowel relaxation which obviously would increase 
the hemorrhage. One might suspect increased 
activity to interfere with clotting but if suffi- 
cient dosage is employed the most prominent 
effect is the excessive tone increase which one 
also observes with ergot in the uterus. 


SUMMARY 


The action of morphine on the intestine was 
studied by the ‘‘balloon method’’ on seven oe- 
casions in five patients, with cecostomy, colos- 
tomy or a Mikulicz operation. In all eases, ex- 
cept one, some form of stimulation was soon 
observed in the area of intestine studied; in the 
exception, a delayed response followed strych- 
nine depression. The beneficial effects of mor- 
phine’s stimulating action on the bowel are dis- 
cussed in relation to postoperative ileus, perito- 
nitis, perforation and intestinal hemorrhage. 
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Che Massachusetts Medical Society 
PROCEEDINGS OF THE COUNCIL 
Stated Meeting, February 5, 1936 
STATED meeting of the Council was held| Norro.k Sourn A. K. Paine 
in John Ware Hall, Boston Medical Li-| CC. S. Adams F. W. Palfrey 
R. L. Cook W. F. Regan 
“brary, 8 Fenway, Boston, on Wednesday, Febru- W. G. Curtis G. P. Reynolds 
ary 5, 1936, at 12 o’clock, noon. The Presi- G. V. Higgins W. H. Robey 
dent, Dr. Charles E. Mongan, Middlesex South, C. A. Sullivan 
was in the chair and the following 153 Coun-| p.yysourn Louisa Paine Tingley 
cilors were present : W. T. Hanson H. P. Towle 
L. A. Alley Shields Warren 
BARNSTABLE MIDDLESEX NorTH P. H. Leavitt F. A. Washburn 
S. M. Beale, Jr. E. 0. Tabor T. H. McCarthy Conrad Wesselhoeft 
W. D. Kinney G. A. Leahey J. J. McNamara ‘ 
. T. A. Stamas G. A. Moore WORCESTER 
BrisToL NoRTH M. A. Tighe W. F. Lynch 
W. H. Allen J. C. Austin 
A. R. Crandell MippiEsex SoutH Gerald Blake W. P. Bowers 
W. J. Brickley G. A. Dix 
Bristo. SoutH S. H. Remick C. S. Butler E. B. Emerson 
Cc. F. Atwood David Ch . B. 
E. L. Merritt E. W. Barron av eever G. E. Emery 
R. H. Baxter Crk g ond R. C. Cochrane E. L. Hunt 
P. E. Truesdale > ae F. J. Cotton E. R. Leib 
G. F. H. Bowers W. P. Cross 
C. O. Chase “p! A. W. Marsh 
Essex NortH G. P. Denny 
A. C. Cummings E. C. Miller 
Cc. F. Warren ° i & Reginald Fitz J. W. O’Connor 
E. S. Bagnall D. F. Cummings Channing Frothingham | F. H. Washburn 
R. V. Baketel J. E. Dodd Joseph Garland R. P. Watkins 
J. F. Burnham D. C. Dow John Homans 
H. F. Dearborn A. W. Dudley H. T. Hutchins 
A. P. George W. G. Grandison E. P. Joslin Worcester NortH 
T. R. Healy N. M. Hunter R. I. Lee G. P. Norton 
J. J. McArdle C. M. Hutchinson G. A. Leland F. M. McMurray 
F. W. Snow Josephine D. Kable Cc. C. Lund H. R. Nye 
L. T. Stokes A. A. Levi W. R. Morrison W. F. Sawyer 
W. D. Walker L. W. McGuire 
J. A. McLean The meeting was called to order by the Presi- 
Essex SouTH eg Bagg dent at 12:05. The Secretary read an abstract 
ee ot F. L. Morse of the records of the previous meeting. The 
C. L. Curtis J. P. Nelligan record in full was published in The New Eng- 
J. F. Donaldson E. J. O’Brien, Jr. land Journal of Medicine, issue of November 28, 
R. E. Foss 1935. The records as published were declared 
J. F. Jordan W. D. Reid 
O. S. Pettingill E. F. Sewall approved. 
C. H. Phillips F. G. Smith The President then proceeded to read the 
W. G. Phippen H. P. Stevens obituaries of the Councilors who had died since 
R. E. Stone : 
ata the last meeting. 
FRANKLIN F. G. Balch 
- = ae H. G. Batchelder Dr. JoHN SHEPARD May of Jamaica Plain 
deeds acaee A. S. Begg with an office in Roxbury, died suddenly Oc- 
D. N. Blakely 
HAMPDEN H. K. Boutwell tober 10, 1935. He was born in Augusta, Maine, 
E. P. Bagg, Jr. D. G. Eldridge in 1870, the son of John H. and Ellen F. (Guild) 
J. J. Carroll I. 4. Fiswelstetn May. He graduated from Bowdoin College in 
G. L. Gabler J. Fish 


1893 and from the Jefferson Medical College in 
1897. After receiving his medical degree, he 
settled in Roxbury where he practiced the re- 
mainder of his life. 

He was a Fellow of the Massachusetts Medi- 
cal Society and of the American Medical Associa- 
tion and a member of the West Roxbury Medi- 
cal Association. 

Dr. May is survived by his widow, a sister and 
a brother. 
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Dr. TrmotHy JosepH MurpHuy of Roxbury, 
with an office in Boston, died January 1, 1936 
after a short illness. 

He was born in 1866. He graduated from 
Boston College in 1888 and received his M.D. 
degree from the Harvard Medical School in 
1892. 

Dr. Murphy was chief of staff of the Bos- 
ton Sanatorium, Professor of Medicine at Tufts 
College Medical School, a member of the staff 
of St. Margaret’s Hospital, and had served as 
President and Censor of the Norfolk District 
Medical Society, and at the time of his death 
was a member of the Council. 

He was recently appointed Medical Examiner 
of the M. C. O. F. In addition to the Massa- 
chusetts Medical Society, Dr. Murphy was a 
Fellow of the American Medical Association. 

He is survived by six children. 


Dr. William R. Morrison, Suffolk, presented 
a report of the Committee of Arrangements 
for the Annual Meeting. It is quite apparent 
that much interest is being shown in the com- 
ing Annual Meeting which will be held in 
Springfield. (See Appendix No. 1.) 

The Treasurer read his annual report showing 
that the finances of the Society are in excellent 
condition. (See Appendix No. 2.) It was voted 
to accept the report and the President, Dr. Mon- 
gan, complimented the Treasurer upon it. Dr. 
Stetson, Franklin, moved that the Council record 
its appreciation of the excellent work done by 
the Treasurer. This was seconded and passed. 

The Auditing Committee was not present to 
submit its report and the President directed the 
Secretary to read the report of the Certified 
Public Accountants, Hartshorn & Walter which 
indicated that the accounts had been duly 
checked and found correct. (See Appendix No. 
3.) The Treasurer informed the President that 
the Auditing Committee appeared with him at 
the safe deposit vault on January 7, checked his 
securities and promised to present a report at 
this meeting. It was moved and seconded that 
the explanation of Dr. Butler, together with the 
report of the Certified Public Accountants, be 
accepted as the report of the Auditing Commit- 
tee. (The report of the Auditing Committee 
was received after the meeting and is published 
as Appendix No. 4.) 

Dr. Blakely, Norfolk, presented the report of 
the Committee on Membership and Finance 
on changes in membership. (See Appendix No. 
5.) The Council voted to accept the report 
and subsequently voted to adopt the reeommen- 
dations contained in the report. Dr. Blakely 
then proceeded to present that portion of the 
report of his Committee dealing with finance. 
(See Appendix No. 6.) The President com- 
mented upon the task which confronts the Com- 
mittee on Membership and Finance and called 


for a vote upon the acceptance of the report. It 
was unanimously adopted. He next asked for 
action on the recommendations contained in the 
report and this was likewise passed without ex- 
ception. The President then paid a tribute to 
the work of Dr. Blakely and his Committee and 
pointed out that this has been so well performed 
that with the exception of two years the Society 
has lived within its income. The Council passed 
a vote of thanks to Dr. Blakely. 

The Council then moved to go into executive 
session to consider certain matters of a confiden- 
tial nature. There was no action recommended 
and the Council then resumed the regular sched- 
ule of work in ordinary session. 

The President announced that since the work 
of the Committee on Public Relations had been 
divided among its various subeommittees he 
would call upon the chairmen of these subcom- 
mittees following a short recess for luncheon. 
(Recess from 1:10 to 1:45 P.M.) 

Inasmuch as the report of the Committee on 
Postgraduate Instruction had been received and 
was quite brief, it was read at this time and 
was accepted by vote. (See Appendix No. 7.) 

Dr. Channing Frothingham, Suffolk, reported 
for the subcommittee on Public Health and 
Practitioner of the Committee on Public Rela- 
tions. He stated that the subcommittee had 
been trying to stimulate the practitioners of the 
State to take a more active interest in public 
health problems including that of immuniza- 
tion. As a result, the Council had passed a 
series of motions at the last Annual Meeting 
in which health departments and public health 
officials were urged to do no more immuniza- 
tion work than was absolutely necessary and 
urging the practitioners to engage in this pre- 
ventive treatment. The result of these votes 
has been a certain amount of criticism from 
public health officers who interpreted the ac- 
tion taken as an attempt to have the work 
discontinued by them. It seems to the subcom- 
mittee, therefore, that a very definite challenge 
has been given to the physicians to take this 
phase of preventive medicine seriously or stop 
making complaints against public health offi- 
cials for performing this most essential work. 
The chairman stated that the subcommittee was 
asked by the Committee on Public Relations as 
a whole to formulate a statement which might 
be printed and endorsed by the Society through 
the Council with the understanding that such 
statement could be distributed to the laity by 
physicians without its being considered unethical. 
Such a statement could be handed to patients 
as they leave lying-in hospitals and also could be 
issued by public health officials, the whole pro- 
cedure being carried on with the idea of trying 
to educate the public respecting the value of 
immunization and also to teach the public that 
this work should be done by the physician. In 
accordance with these instructions the subcom- 
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mittee made certain recommendations which 
were approved by the full Committee at its last 
meeting. (The recommendations appear on a 
card.) (See Appendix No. 8.) Dr. Frothing- 
ham went on to state that the sentence, which 
reads ‘‘Family physicians throughout the Com- 
monwealth are organizing to do this and other 
work in preventive medicine at a price com- 
mensurate with the patient’s ability to pay’’, 
has led to a certain amount of misunderstanding 
but is the result of the consensus of physicians 
in Boston, including the Norfolk District, Suf- 
folk District and Middlesex South District, who 
have organized to do this work at a price com- 
mensurate with the patient’s ability to pay. The 
report of the subeommittee was accepted by the 
Council and by a separate vote the reeommenda- 
tions of the subcommittee were adopted. 


Dr. Tighe, Middlesex North, reported for the 
subeommittee on Social Legislation and Insur- 
ance. He recounted the progress which had 
been made by the committee in conducting a 
campaign of public education throughout sev- 
eral districts on the evils of compulsory sick- 
ness insurance. In certain districts the work 
has been handled with enthusiasm while in 
others not much has been done. He called at- 
tention to individual addresses which had been 
given to lay audiences by certain members of 
the Society and quoted favorable comments 
from newspapers. He announced that there 
would be a radio program on Saturday, Feb- 
ruary 8, at 9:30 P.M. on Station WNAC of 
the Yankee Network. This program was planned 
to inelude a five-minute introduction by Pres- 
ident Mongan on the aims and purposes of the 
Massachusetts Medical Society and the reasons 
why the Society is engaged in this program of 
publie education. There would follow a fifteen- 
minute period of questions and answers. Dr. 
Mongan would ask the questions and the re- 
plies would be given by Dr. Tighe and Dr. 
Begg. The last ten minutes of the program 
would be used by the President in summing up 
the arguments which had been developed in the 
question period. Dr. Tighe reported that the 
subcommittee was also engaged in a study of 
plans, which have been suggested or which are 
in operation, designed to offer a means of meet- 
ing some of the difficulties in the way of mak- 
ing adequate medical care available. He an- 
nounced that Mr. Ross Garrett, the Coérdinator 
of the Medical Economie Security Adminis- 
tration of Washington, D. C., was to be in Bos- 
ton on February 17 and 18 under the auspices 
of the Massachusetts Medical Society, the Mass- 
achusetts Dental Society and the Boston Hos- 
pital Council. Dr. Tighe’s remarks were ae- 
cepted as a report of progress. 

Dr. Hunt, Worcester, reported for the subeom- 
mittee on the Adequacy of Medical Care. He 
stated that the plan in Worcester which was 
proposed for support by the Works Progress 


Administration had been refused approval after 
consideration for a period of eight months. He 
stated that with the aid of Dr. Lombard of the 
State Department of Public Health a question- 
naire blank had been prepared for the purpose 
of making a test survey of people of low in- 
come in the Worcester District. This survey 
had ineluded one hundred families. In addition 
the members of the Committee on Public Rela- 
tions had undertaken to include twenty-five 
more families each, so that four hundred fam- 
ilies shall have been studied when the survey 
is completed. He suggested that the Coun- 
cilors present might assist in the survey if 
they would take a number of the forms and 
persuade the local district nursing groups to 
conduct a similar survey. While he would not 
care to commit the Society to an expense, he 
stated that for each family in the Worcester 
survey those who made the study were paid 
twenty-five cents for the information on each 
ecard that was turned in. He thought that 
with proper codperation the survey might be 
extended to include one thousand families. Pend- 
ing a completion of the survey the committee 
felt that it would be profitable to consider some 
of the studies which had already been made, 
particularly the medical service represented by 
the distribution of physicians, hospitals and per- 
haps the nursing service. His charts showed, for 
instance, that there is one doctor to each four 
hundred of the population in the eastern part 
of the State whereas in the western part there 
is only one doctor to each nine hundred of the 
inhabitants. It also appeared that there is one 
hospital bed for every two hundred and twen- 
ty-one persons in the State of Massachusetts 
not including those in special hospitals. The 
committee is attempting to gather material for 
an exhibit at the Annual Meeting in Springfield. 
He reported that the newspapers in Worcester 
had inquired as to the object of the study and 
had offered to help by stating the purposes to 
the public and by publishing a copy or con- 
densation of the questionnaire so that people 
might fill it in and send it to the committee 
voluntarily. The Council voted to accept Dr. 
Hunt’s statements as a report of progress. 
Dr. Blaisdell, Middlesex East, reported for the 
subcommittee on Hospital Relations. He re- 
called to the Council that in June, 1933 recom- 
mendations of the Public Relations Committee 
had been adopted which stated that industrial 
cases should be hospitalized as private or semi- 
private cases. In March, 1935 the Supreme 
Court in the Zombra case rendered a decision 
which liberalized the interpretation of the 
clause in the statute which provides for a choice 
of physician by the patient and to that extent 
sustained the position of the Society. He re- 
ported that conferences with the Industrial Ac- 
cident Board had not been successful in lead- 
ing to an interpretation of its rules as to free 
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choice but it does appear that, since the Zombra 
decision and since the agitation by the commit- 
tee, the Industrial Accident Board has been 
more liberal in certain specific cases. In the 
opinion of legal counsel there should be a selec- 
tion of cases which can be brought before the 
Supreme Court in order to clarify the situation. 
Dr. Blaisdell’s statements were accepted by the 
Council as a report of progress. 

Dr. Mongan then called for the report of the 
Committee on State and National Legislation 
which was read by the Committee’s secretary, 
Dr. Lionberger, Norfolk. (See Appendix No. 
9.) The report of the Committee was formally 
accepted by the Council. The President stated 
that he would like to stress the reference made 
in the report to the practice of individual mem- 
bers of the Society of introducing bills in the 
Legislature and then asking for the support of 
the Society. He stated that this was not the 
proper method. If a bill is worthy of support, 
it should be referred to the Committee on State 
and National Legislation for study before the 
Society is itted to its support or its oppo- 
sition. In answer to a question from the floor 
President Mongan stated that the Committee on 
State and National Legislation did not feel dis- 
posed to decide upon the question of support or 
opposition to the proposal made by the Board 
of Registration in Medicine that physicians be 
required to register annually. It was decided, 
therefore, to place the matter before the Coun- 
cil for its consideration. He then directed the 
Secretary to read House Bill 35 which is en- 
titled ‘‘An Act providing for the Annual Regis- 
tration of Physicians and the Annual Publica- 
tion of the List of Physicians duly registered.’’ 

Dr. J. B. Hall, Norfolk, spoke on the previous 
attempt which had been made to procure similar 
legislation and stated that he thought that since 
that time there might have been some change 
in the opinion of the members. The speaker’s 
opinion differed from that of several years ago 
although the idea was expressed that the annual 
registration fee might be one dollar instead of 
two and that this reduction might be more ac- 
ceptable. He moved that the Council approve 
of the legislation. The motion was seconded 
and discussion was e¢alled for. 

Dr. Richard Dutton, Middlesex East, read an 
extract from an editorial in The New England 
Journal of Medicine for December 12, 1935. 

Dr. Burnham, Essex North, commented on the 
editorial quoted and emphasized the principle 
that there should be a published list of physi- 
cians in Massachusetts. He suggested that the 
Editor of the Journal tell the Council if, in his 
opinion, a simple bill for registration of physi- 
cians, having the approval of this Society, would 
be a move in the right direction. 

In response to the President’s request Dr. 
Bowers, Worcester, stated that the purpose of 


the bill in his opinion was good. He thought 
that the objection raised here, namely, that the 
law now provides adequate facilities for tak- 
ing eare of the situation, is theoretically correct 
but practically faulty. The law to register 
physicians is an exercise of the police power 
of the State and it is the duty of the police 
officers to carry into effect laws relating to reg- 
istration and to see that physicians are regis- 
tered. His experience led him to believe that 
the police of the State have not assumed that 
function. He failed to find codperation and 
upon several occasions had been obliged to in- 
stitute proceedings in the Court in order to se- 
cure action. It was stated that in all our cities 
in the Commonwealth there are a certain num- 
ber of people who are practicing medicine with- 
out being duly registered. Since most of these 
are incompetent practitioners, every licensed 
doctor who practices medicine ought to be reg- 
istered under the provisions of the bill in order 
to promote the safety of the people. The size 
of the fee which seemed to be the stumbling 
block could be reduced by a modification of the 
stated amount. He pointed out, however, that 
it was necessary to have a certain amount of 
money available if the Board of Registration 
is to carry out its policies. This money would 
be expended in the hire of trained investigators 
who would operate throughout the State. It 
was further stated that the bill was looked upon 
with favor since it was an effort to improve 
the practice of medicine in Massachusetts. 

Dr. Tighe, Middlesex North, pointed out that 
after all, as Dr. Bowers had stated, enforcement 
is up to the police who evidently have no in- 
terest in the matter and the State Board of 
Registration in Medicine has no funds which it 
may use for the hire of investigators to dis- 
cover and prosecute these illegal practitioners. 
He pointed out, however, that when a tax is 
paid to a city or state, the money goes into the 
general fund and he saw no provision in this 
bill whereby the tax of two dollars would go 
for the use of the Board of Registration in Med- 
icine. 

A Councilor from Middlesex East stated that 
objection had been raised in that District to 
the power given to the Board in asking for 
such other information as they might require. 
He felt that there was no objection to the re- 
registration but that there was distinct objection 
to the powers given under the bill. On Janu- 
ary 8 Middlesex East District Medical Society 
went on record as opposing House Bill 35 as 
now written. 

Dr. Burnham, Essex North, replied to the 
member from Middlesex North and stated that, 
while he was not absolutely certain, from re- 
ports of the Board of Registration in Medicine 
it would appear that the money now collected 


by the Board for examinations goes into its 
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funds and that they use it as they please and 
that any money left over is paid to the State. 
He felt that under these circumstances one 
would suppose that the two dollar registration 
fee would go into the same fund. Dr. Burnham 
noticed that Dr. Bowers disagreed with this 
opinion and suggested that he explain it. In 
the meantime he mentioned as an amendment 
that we go on record as approving the bill if 
it can be made satisfactory to the Committee 
on State and National Legislation. 

Dr. Bowers asked for the privilege of inter- 
rupting to make an explanation. This request 
was granted and Dr. Bowers proceeded to show 
that the Councilor from Lawrence was misin- 
formed about the funds of the Board of Regis- 
tration in Medicine. It was explained that the 
Board operates under an appropriation as do 
all other Boards and that the earnings of the 
Board are turned over to the State Treasury. 
As a result the Board of Registration in Medi- 
cine has contributed to the funds of the State 
a sum considerably in excess of its expenditures. 
He stated that the Board had repeatedly asked 
for an investigator and had been consistently 
denied on the basis of the argument that the 
police departments would take care of the ir- 
regularities, but that it was the purpose of the 
Act to secure a sufficient number of investigators 
to supplement the work of the Board. 

Dr. Mongan stated that there is no provision 
in the bill that the money raised by registration 
shall go otherwise than into the Treasury. He 
ruled that the amendment proposed was so 
comprehensive that it does not appear to be 
germane to the question. 

Dr. Burnham asked the President to settle 
the matter since the member from Middlesex 
East raised objections to the bill and, if the ob- 
jections were eliminated, the bill would appar- 
ently be satisfactory to the members of the Mid- 
dlesex East Society. It was his idea to have 
the bill altered by the Committee on State and 
National Legislation so that it would be sat- 
isfactory and the Council could then pass on it. 

The Seeretary procured the President’s per- 
mission to speak on the subject under discussion 
and stated for the information of the Council 
that the Committee on State and National Lee- 
islation could have no part in the alteration of 
the bill. The bill was prepared by its sponsor, 
has been entered into the House under its num- 
ber and has been assigned to a committee for a 
hearing. The Committee on State and National 
Legislation of the Massachusetts Medical Society 
could not obtain the change of a comma, so 
that any motion which is dependent upon get- 
ting a change in the bill is a waste of time. 

Dr. Burnham withdrew his motion. 

Dr. Lane, Norfolk, spoke at length recapitu- 
lating the objections based upon the amount of 
the tax, pointing out what had happened in the 
case of other taxes originally enacted for a 


specific purpose but subsequently diverted. He 
stated that he would like to make a motion to 
the effect that the Massachusetts Medical So- 
ciety approve of a bill which provides for the 
appropriation of money for this specific pur- 
pose of enforcing the registration law and sug- 
gested that all physicians serve as_ unofficial 
police officers in their respective districts to 
discover those who are practicing medicine il- 
legally. He stated, however, that he was not 
inclined to vote to support the bill as it is now 
written. 

A member from Hampden District expressed 
his belief that the State should undertake this 
matter without additional taxation. He stated 
that the physicians are paying taxes as are 
other citizens and that in his opinion it was not 
the size of the tax to which he would object but 
to the unsound principle of what amounts to 
a class tax. 

President Mongan recalled the Couneil to 
the consideration of the question, namely, Is 
the Council disposed to vote to support House 
Bill No. 35? He then called for a vote and it 
was quite evident that the motion was lost. 

The President asked the Secretary if there 
were any other communications from the Com- 
mittee on State and National Legislation. The 
Secretary stated that the Committee had like- 
wise referred to the Council the question of its 
attitude toward House Bill 1408 entitled ‘‘ An 
Act relative to the Selection of Physicians under 
the Workmen’s Compensation Law.’’ The hear- 
ing on this bill was set for February 6 before 
the Committee on Labor and Industries. The 
bill was read. The Secretary pointed out that 
this bill was presented on petition of Represen- 
tative McDonough who in turn was acting for 
a member of the Norfolk District Medical So- 
ciety. This physician was under the impres- 
sion that, when he submitted his material to 
Representative McDonough, he was embodying 
the principle of the New York law which has 
recently been passed. This law was designed 
to close certain loopholes that existed in that 
state. In its present form, however, the bill 
simply calls for the publication by the Depart- 
ment of Labor and Industries of a list of physi- 
cians in each plant that employs labor and pro- 
vides that this list shall be prepared by the De- 
partment and shall include all registered phy- 
sicians within the several districts who make ap- 
plication to the Department for enrollment. 

The President pointed out that this is an- 
other bill introduced by one of our members and 
that this member asks us to support it. It has 
not been thoroughly studied by the Committee. 

Dr. Landesman, Norfolk, stated that he felt 
that it was an excellent bill and that the So- 
ciety should go on record as favoring it. A 
Councilor stated that the present law enables 
any employee to call on any physician whom he 
may wish and, while he is aware that some of 
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the insurance organizations in industrial plants 
tell employees that they have a choice of only 
one or two physicians, the law as it stands per- 
mits the employee to be treated by any physi- 
cian whom he desires to call upon. 

The Secretary stated that the bill calls for 
a subdivision of the State into districts of ap- 
proximately one hundred thousand population 
and that if the employed person happens to be 
in the same district with the physician, all well 
and good, but that in a district such as Metro- 
politan Boston this is not always the case. <A 
man may live in one district and work in an- 
other some distance away. In addition to this, 
Section 28 says that in the selection of a phy- 
sician, the employee shall select from the list. 
He is given no choice. It seemed to the Secre- 
tary that this provision is probably unconsti- 
tutional because free choice is denied the worker. 

The President then called for action on Dr. 
Landesman’s motion which had been seconded. 
The motion was lost. 

Dr. Dutton reminded the physicians present 
that, since the hearing on House Bill 1408 was 
set for the next day (February 6), it would be 
well to convey the general attitude of the So- 
ciety to the Senators and Representatives. 

The President next called for the petitions 
for restoration to Fellowship and the Secretary 
reported that Dr. Charles L. Judkins of Lynn 
had been recommended by Drs. John W. Trask, 
O. C. Blair and George H. Kirkpatrick. It was 
voted to restore Dr. Judkins to Fellowship under 
the conditions laid down in the committee’s 
recommendations. Dr. Sanfrey M. Lilyestrom 
of Worcester had been considered by a com- 
mittee consisting of Drs. Ralph W. Ellis. Ray- 
mond W. Cutler and John M. Fallon. He was 
unanimously recommended for restoration under 
the usual conditions. The Council voted to 
restore Dr. Lilyestrom. 

The Secretary reported applications for re- 
instatement as follows: Dr. John R. Agnew 
of the Hampden District with suggestion that 
the committee consist of Drs. W. A. Hare. M. F. 
Hosmer and E. T. Smith; Dr. George E. Tucker 
of Salem, the investigating committee to con- 
sist of Drs. Henry Tolman, Jr., J. Frank Don- 
aldson and D. Seoville Clark, and Dr. R. E. 
Hubbard, formerly of East Northfield and now 
of Springfield, the committee to consist of Drs. 
John M. Birnie, W. A. R. Chapin and A. G. 
Rice. The Council voted to approve of the 

ommittees suggested in each case. 

In the absence of the Chairman of the Com- 
mittee on Medical Education and Medical 
Diplomas, the Secretary informed the Council 
that there was no formal report but that the 
Chairman, Dr. Fitz, had recommended Dr. Fred- 
erick H. Pratt, Professor of Physiology at Bos- 
ton University for Honorary Fellowship in the 
Society. The President stated that according 
to the rules this name would be referred to 
the Committee on Membership and Finance. 


The President announced that the next item 
of business would be the election of Delegates 
and Alternates to the House of Delegates of the 
American Medical Association for two years be- 
einning June 1, 1936. 

Dr. Blaisdell arose to state that he had been 
informed of the President’s intention to make 
changes in the personnel of the Delegates and 
among these changes he was considering the 
elimination of himself. He stated that he could 
well appreciate the embarrassment under which 
the President labored in the matter but it 
would be an irreparable loss to the Society if, 
with his years of knowledge of and _ participa- 
tion in the work of the American Medical As- 
sociation, the Society should at this time be 
deprived of his services. He moved, therefore 
to nominate as Delegate to the House of Dele- 
gates of the American Medical Association for 
the term of two years from June 1, 1936 Dr. 
Charles E. Mongan of Somerville. The nomina- 
tion was received with applause. 

Dr. Tighe seconded the nomination and paid 
a tribute to the leadership of President Mongan. 
The President acknowledged the motion and 
thanked the Fellows for their expression of sen- 
timent. He then proceeded to nominate as his 
Alternate, Dr. Arthur W. Marsh of Worcester. 
The other Delegates and Alternates nominated 
were as follows: Dr. Michael A. Tighe of Low- 
ell, Delegate and Dr. Walter G. Phippen of Sa- 
lem, Alternate; and Dr. Walter A. Lane of Mil- 
ton, Delegate and Dr. P. P. Henson of Hyannis, 
Alternate. The Council voted to elect the Dele- 
gates and Alternates as nominated. 

The President then nominated Dr. A. 8S. Bege 
as the Delegate to the Annual Congress on 
Medical Education and Licensure of the Amer- 
ican Medical Association to be held at the 
Palmer House, Chicago, February 17 and 13, 
1936. The Council voted approval. 

The President then announced the appoint- 
ment of Delegates to the Annual Meetings of the 
five New England State Medical Societies to 
be held in 1936: 

Maine: Justus G. Hanson of Northampton. 
Hanford Carvell of Gloucester. 

New Hampshire: E. O. Tabor of Lowell. 
G. P. Norton of Fitchburg. 


Vermont: R. J. Carpenter of North Adams. 
H. J. Downey of Pittsfield. 

Rhode Island: E. L. Merritt of Fall River. 
Charles Shanks of New Bedford. 


Connecticut: George L. Schadt of Springfield. 
W. F. Lynch of Worcester. 


The nominations were approved by the Council. 

The President asked the Secretary to read 
the report of the Joint Committee Appointed by 
the Council of the Massachusetts Medical So- 
ciety and the Boston Medical Library which 
was submitted by the Chairman, Dr. Rebert B. 
Greenough. (See Appendix No. 10.) The 
Council voted to accept the report. The Pres- 
ident then decided to refer the report to the 
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Committee on Medical Education and Medical 
Diplomas with instructions to report at the next 
meeting. 


In the absence of Dr. Roger I. Lee the Pres- 
ident called: upon the Secretary to present the 
report of the Committee Appointed to Consider 
the Type of Person to be Admitted to Fellowship 
in the Massachusetts Medical Society. The See- 
retary stated that he had the report which was 
of a general nature and somewhat extensive and 
the President ordered that the report be re- 
ceived and published with the Proceedings. (See 
Appendix No. 11.) 


The President asked the Secretary to read a 
communication submitted by Dr. M. Luise Diez, 
Director of the Division of Child Hygiene, in 
which a request is made that the Massachusetts 
Medical Society establish a Section on School 
Hygiene. The President ruled that this com- 
munication should be referred to the Commit- 
tee on Priblic Relations with directions to report 
at the next meeting. His ruling was confirmed 
by vote. 


The Secretary then presented a letter from 
Dr. Guralnick of East Boston which suggested 
the possibility of establishing a pension system 
for physicians. The President referred the 
matter to the Committee on Public Relations. 


Communications received from Dr. W. A. 
Hutton of Melrose and Dr. Richard Dutton of 
Wakefield were referred to the Committee on 
Public Relations. 


Dr. Alexander A. Levi, Secretary of the Mid- 
dlesex South District Medical Society, presented 
the following communication: 


Resolved: That the names and addresses of appli- 
cants for membership in the Massachusetts Medical 
Society, together with the names of members of the 
Society acting as sponsors in such cases requiring 
this action (in accordance with the By-Laws of the 
Massachusetts Medical Society Chapter I, Section 1. 
{and] Chapter V, Section 1. [and] Chapter VII Sec- 
tion 5) and the name and address of the secretary 
of each district be published in The New England 
Journal of Medicine three weeks prior to each cen- 
sors’ meeting. 


The necessity for giving publicity to the 
names of the applicants for membership was 
stressed by Dr. Levi and substantiated by the 
President. After some comment as to the time 
factor in the resolution, it was finally adopted 
by vote. 


The President then announced that Dr. George 
Blumer of New Haven had been chosen as the 
Shattuck Lecturer for the next Annual Meet- 
ing in Sprinefield. 


The meeting adjourned at 3:35. 
ALEXANDER 8. Beaa, M.D., 
Secretary. 


APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


APPENDIX NO. 1 


REPORT OF THE COMMITTEE OF ARRANGEMENTS 


To the Council of the Massachusetts Medical Society: 

Your Committee of Arrangements wishes to re- 
port that the plans for the Annual Meeting and 
Dinner at Springfield on June 8, 9 and 10 are 
well in hand, and have progressed most favorably. 
Through the activity of Dr. Stetson and Mr. Robert 
Boyd, to date forty-four booths have been sold, con- 
— more than were sold last year at this 
me. 

The local Committee of Arrangements in Spring- 
field, which was appointed by me last fall, has ar- 
ranged for excellent clinics at the various Spring- 
field hospitals. 

The Women’s Committee are planning an exten- 
sive program of entertainment for the wives and 
daughters of our members, and a Kicker’s golf tour- 
nament will be held, which will appeal to all our 
members who are interested in golf. 

Your committee has arranged for all the section 
meetings to be held in the Springfield Auditorium, 
together with the Scientific and Commercial Exhib- 
its, which will be of interest to the general prac- 
titioner, as well as to the specialists in certain 
branches of medicine. 

After consultation with the President, Dr. Mon- 
gan, and the Secretary, Dr. Begg, I called a meet- 
ing of the chairmen of all the various sections to 
discuss the type of papers to be presented in the 
section meetings, and asked for any suggestions 
from either the Chairman or Secretary of each sec- 
tion. I have also arranged for the chairman oof 
each section and the officers of the Society, as well 
as the members of the Committee of Arrangements, 
to write editorials in their particular fields, for 
The New England Journal of Medicine, so that each 
individual member of the Society will be informed 
of what is going to be presented on each day of 
the meeting. 

I have visited practically all of the District So- 
cieties with your President, Dr. Mongan, and your 
Secretary, Dr. Begg, and have been very much im- 
pressed by the welcome given your state Officers, 
and with the enthusiasm which has been manifest- 
ed by District Societies. 

We look forward to a most successful meeting 
in Springfield, and ask for your continued support. 


WILLIAM REID Morrison, M.D., Chairman. 


APPENDIX NO. 2 


TREASURER’S REPORT 


February 5, 1936. 
Mr. President and the Council: 


The past year, 1935, has been a year of progress 
in finances, for our Society. There have been, how- 
ever, a number of difficulties, especially in the re- 
investment of available funds. We, in the United 
States, have experienced unparalleled low money 
rates, when short-term bonds and notes have sold 
to net a (small) fraction of one per cent, and long, 
25 and 30 year, corporation bonds have sold, and 
are selling, to net less than 3.20 per cent; and sav- 
ings banks pay only 2% per cent on deposits. In 
addition, a number of the bonds, held for years by 
our Society, with coupons of 5 or 6 per cent, have 
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been called for payment. These influences have 
reduced the year’s income of the General Fund and 
the Building Fund. The Treasurer hesitates to 
buy new issues with 31% per cent coupons and long 
maturities, at present high, yes abnormally high 
prices, when his judgment tells him that, perhaps 
within a few years, the same securities may sell 
to net 4% per cent and 5 per cent. Another prob- 
lem is the serious threat of further inflation, in 
United States currency, and credit, by legislation at 
Washington. Some inflation of credit we already 
have. Who can tell how much farther we shall go, 
in that direction? 

Therefore the investment policy of the Society, 
regarding our funds, should be carefully considered, 
to decide whether the Treasurer shall invest avail- 
able money in common stocks and equities, to try 
to take prompt advantage of opportunities as a 
hedge in case of dangerous inflation, or whether the 
Treasurer should continue to invest, in the hope 
that wiser and more conservative counsel, at Wash- 
ington, will prevail. The Treasurer has sought ad- 
vice and suggestion from outside sources, from 
wise bank executives, and from men of foresight 
and long experience. The Society’s problem is not 
too difficult, because of the main source of our rev- 
enue. In view of the fact, therefore, that our So- 
ciety receives about 90 per cent of its revenues 
from annual assessments, and only about 9 per cent 
‘from interest on securities, the Treasurer is of the 
opinion that our investment policy for the present 
should continue as in the past, to try to conserve 
our principal in high-grade bonds. He hopes, more- 
over, that this policy will meet your approval, and 
also in the long run, be wise. 

Fortunately ovr Society has escaped taxation. 
Correspondence between the United States Depart- 
ment of Internal Revenue, at Washington, and the 
Treasurer, has established the position that our 
Society is a nonprofit, mutually benevolent and ed- 
ucational corporation. As such, therefore, under the 
United States laws of 1934 and 1935, our Society 
is exempt from Federal taxation. 

The total revenues received, in 1935, from annual 
assessments of resident Fellows amount to $44,657; 
the largest sum ever received by the Society from 
this source. For this result, District Treasurers 
are to be congratulated. Additional dues received 
from non-resident Fellows amount to $1,468; so that 
total dues received in the year were $46,125. Other 
revenues received, first from invested funds, of 
$4,194; secondly from proceeds of sales, of $49.50; 
a gift of $10.00; and, finally, profit (from securities 
sold and called for payment) of $787, together 
amount to $5,040. Therefore, the total gross rev- 
enues of the Society from all the above sources 
(but not including separate income of Building 
Fund, nor dues for Postgraduate Courses) were 
$51,166. This, again, is the largest such total ever 
received, in one year, by our Society. 

From dues for Postgraduate Courses, the Treas- 
urer received $2,914. This sum, with a credit re- 
maining from 1934, of $4,282, and the appropriation 
by the Council of $1,000 for 1935 (a total of $8,196), 
was more than used in the expenses of the Com- 
mittee on Postgraduate Instruction, with an over- 
draft from funds of the Society of $881, a total ex- 
penditure by the Committee of over $9,000. 

The “Building Fund” continues gradually to in- 
crease. Income of $1,850 for the year was added to 
principal; and with a profit of $376 brought the 
“Fund” to a total of $55,997 book value, and $49,347 
market value. The increase in prices of high-grade 
bonds has brought more closely together the book 
value and market value of our securities, with the 
result that market value of the General Fund is about 
100 per cent of cost, 


Expenses, during the past year, include a number 
of unusual items, which materially increased the 
total, as follows: additional equipment, and rental, 
of new office for the President and for the Secre- 
tary; expense of an attorney, to work at the State 
House, with the Committee on State and National 
Legislation; a dinner to the President and Presi- 
dent-Elect of the American Medical Association; a 
special meeting of the Council, with Cotting lunch- 
eon, and the overdrawn account of the Committee 
on Postgraduate Instruction. The Treasurer urges, 
therefore, more careful consideration of our ex- 
penses for 1936, in the desire for economy and effi- 
ciency; and in order that expenses will not outrun 
our revenues. The expenses of the Society, in the 
past three years, have increased $8,000, a danger- 
ous trend. 

The Society ends 1935 with unexpended revenues 
of $2,441.42. The total assets of the Society amount 
to $166,715.10. 

Your Treasurer again thanks the officers of the 
Society, and the officers of the District Societies, 
for their codperation. The past year has been a 
very busy year in the office of the Treasurer. He 
is especially grateful for the helpful and loyal as- 
sistance on the part of the staff of The New Eng- 
land Journal of Medicine, without which he could 
not have carried on the increased work. 


CHARLES S. Butter, M.D., Treasurer. 


APPENDIX NO. 3 


TREASURER’S REPORT FOR THE TWELVE MONTHS ENDED 
DECEMBER 31, 1935 


Hartshorn and Walter 
Certified Public Accountants 
50 Congress Street 
Boston 


February 1, 1936. 


The Auditing Committee: Dr. Richard M. Smith 
and Dr. Harry P. Cahill 

The Massachusetts Medical Society 

Boston, Massachusetts 

Gentlemen: 


At the request of your Treasurer, Dr. Charles S. 
Butlei, we have audited the books and accounts of 
The Massachusetts Medical Society for the twelve 
months ended December 31, 1935, and submit here- 
with: 


Schedule A Statement showing the Assets and 
Liabilities of The Massachusetts Med- 
ical Society, December 31, 1935 


Statement showing the Revenue and 
Expenses of The Massachusetts Medi- 
cal Society for the twelve months 
ended December 31, 1935 


The cash on deposit in the banks has been recon- 
ciled with the bank statements and found correct. 

All known cash receipts have been properly ac- 
counted for and disbursements are supported by 
vouchers or canceled checks. 

We have made no examination of the securities 
but are informed by Dr. Butler that you have per- 
sonally examined these securities, also the savings 
bank books and found them correct. 

The attached statments showing the financial con- 
dition of the Society on December 31, 1935 and the 
current account for the twelve months ended Decem- 
ber 31, 1935 are true to the best of our knowledge 
and belief. 


Schedule B 


Respectfully submitted, 
HARTSHORN & WALTER. 


} 
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TREASURER’S REPORT 


Showing the Assets and Liabilities of the 


Massachusetts Medical Society 
December 31, 1935 
SCHEDULE A 


Assets 
Cash: 
Merchants National Bank......... $2,903.45 
New England Trust Co. .......... 3,012.56 


New England Journal of Medicine.. 


Liabilities 
Endowment Funds: 
Shattuck Fund: 
G. C. Bhattuek 1854-1866........ $9,166.87 
Phillips Fund 
Jonathan Phillips 10,000.00 
Cotting Fund: 
B. Cotting $1,000—1876-1881- 


Building 


General Fund: 
Balance, January 1, 1935.......... $86,109.44 
Add,—Increase for the twelve 
months ended December 31, 


INVESTMENTS 
December 31, 1935 


SCHEDULE A EXHIBIT 1 
Endowment Funds: 


$5,916.01 
160,798.09 
1.00 


$166,715.10 


$22,166.87 


55,997.37 


88,550.86 
$166,715.10 


Investment Income 


Shattuck Fund: 
Annuity Policy — Massachusetts 


Hospital Life Insurance Co. .. $9,166.87 $275.01 
Phillips Fund: 
$10,000 Commonwealth of Mass- 
achusetts 8%s Jan. 1, 1944 
Cotting Fund: 
Deposit—Institution for Savings 
Deposit — Prov 
for Savings, Boston........... 1,000.00 30.00 
Savi ings Bank, 
Building Fund: 
Cash—New England Trust Co $2,010.99 
Deposit — Framingham National 
Bank, Savings Dept. ......... 334.58 $8.97 
Deposit—Franklin Savings Bank. 1,651.50 43.96 
$1,000 Blackstone Valley Gas 
Electric First Mtge. and Coll. 
Trust 4s Nov. 1, 1965 (Pur- 
hased Nov. 6, 1935).......... 1,025.00 -55* 
1,000 Boston & Al 
rst Mtge. 4%s April 1, 1943 
(Purchased April 26, 1935).... 967.50 19.37 
1,000 Canadian National Ry 
uip. Series L—19 44s 
June 1, 1937 (Purchased Jan. 
1,000 Canadian National "Ry. 5s 
5,000 Conveyancers Title Insur- 
ance gage Co. 4s 
Parti-Mortgage Oct. 31, 1939 
ae Certificate of Deposit Chi- 
cago R. I. & Pacific Ry. 1st 4s 
April 1, 1934 (In Default)...... 4,735.00 
1,000 Cine nnati Union Terminal 
First Mtge. Series C 5s May 1, 
1957 (Guaranteed) ............ 1,000.00 50.00 
1, . City of Buffalo, N. Y. Series 
4.20% Sept. 1, 1939 (Pur- 
aoe ed Feb. 18, 1935)......... 1,040.00 18.10 
1, a City of Fitchburg, Mass. 4s 
Reg. 


— City of Peabody, Mass. 3\%s 
Aug. 1338) ($1,000 matured 


(Purchased Dec. 19, 1935)..... 
1,000 City of Pittsburgh, Pa. Se- 
ries s Apr. 1, 1939 (Pur- 
chased July 2, 1985).......... 
1,000 City AA St. Paul, Minn. 4s 
i City ¢ Newburyport, Mass. 
s Nov. 93 


Commonwealth Massa- 
chusetts July 1, Reg. 
($2,000 Matured July 1 , 1935). 
1,000 Commonwealth of ’Massa- 
chusetts 3%s Jan. 1, 1936 Reg. 
1,000 Commonwealth of Massa- 
chusetts 3s July 1, 1939 Reg. 
(Purchased Mar. 8, 1935)...... 
1,060 Edison Electric Tuminating 
Co. of Boston 5s April 15, —— 
New_York Centra 
ui 


oe eee ee 


Defauit as to principal) (to be 
extended, to 1938)............. 
— wN orthern Ohio Traction & 
Light Co. Beat & Ref. Series 
6s 1, 1947 ($2,000 
Uv. asury 2%s 15, 
U. Ce 1%% 

~ June 15, 1936 ($1,000 sold Mar. 
"Boston Medical Library Note 
4%% due April 1, 1936........ 


General Fund: 


Deposit—Franklin Savings Bank.. 
$3,000 Appalachian Electric Power 
Ist & Ref. 5s May. 1, 1956.. 

— Attleboro, Mass. 3%s Mar. 1, 

eng ($2, 000 matured Mar. 1, 
1,000 Blackstone Valley’ Gas & 

Electric Co. Gen’l. 4% & Col. 
baat 
— Boston & Albany R. R. 4s 
May 1, rend ($1, 000 matured 


M 
2,000 Boston & Albany R. R. Ist 


1,000 ‘Canadian National Ry. 
Equip. 4%s May 1, 1938 Guar- 
(Purchased Feb. 26, 

1,000 Canadian National Ry. 
Equip. 44%s May 1, 1939 Guar- 
—- (Purchased Feb. 26, 

Cedars Rapids Manufactur- 
Power Co. Ist 5s Jan. 1, 


1, 000 ‘Chica ‘Burlington & Quin- 
is? R. 1st & Ref. 5s A Feb. 
1,006 City’ ‘of Buftaio 
Tht 1, 1939 (Purchased Feb. 


1,000° City of Providence 4% C 
pr. 1, 1986 (Purchased May 
— Commonwealth Edison 
Mtge. 5%s June 1, 1962 ($1, 000 
3,000 Commonwealth of Australia 
— Co mmonwealth of Massachu- 
setts 3%s July 1, 1935 Reg. 
($4,000 matured July 1, 1935). 


*Interest paid out. 


35.00 
1,040.00 1.89* 
1,042.50 7.94 
1,016.00 36.00 
1,001.50 20.00 
1,020.00 35.00 
70,00 
1,002.50 35.00 
1,030.50 2.58* 
990.00 50.00 
1,018.60 
1,500.00 
120.00 
24.52 
2.57 
24,500.00 1,107.07 
$55,997.37 $1,850.55 
$1,074.48 $32.22 
2,910.00 150.00 
35.00 
1,025.00 .56* 
0.00 
1,935.00 38.74 
1,037.00 12.62 
1,060.25 22.12 
1,870.00 100,00 
2,730.00 150.00 
970.00 50.00 
1,035.00 13.10 
3,007.45 129.35 
1,012.50 50 
35.29 
2,985.00 159.00 
140.00 
35.00 
52.69 
3,010.00 140.00 


1,000 City of Kansas City, Mo. 
Series C 4%s Dec. 1, 1945 
00 N. Y. Chicago & St. Louis 
ae Ry. 6s Notes Oct. 1, 1935 (in V 
Balance, December 31, 1935....... 
3,000 Central Power & Light Co. 
3,000 City of Cambridge 3%s Dec. 
— Commonwealth | Massachu- 
setts 3%s July 1, 1935 Reg. 
($1,000 matured July 1, 1935). 
— Commonwealth of Massachu- 
setts 3i%s Nov. 1, 1935 Reg. 
($2,000 matured Noy. 1, 1935). 
3,000 Commonwealth of Massachu- 
setts 3s July 1, 1938 Reg. ... 
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4, 19 1,055.00 291 Endowment 22,166.87 $710.01 
1,000 Commonwealth of Massachu- Building Fund TRILTETTLULCLLE 55, 997.37 
setts 3%s Jan. 1, 1941 Reg. . 1,000.00 96.00 | Gemeral 82,633.85 3,484.31 
2,0 Conveyancers Titl ur- 
: Yefault)........... 2,000.00 
1,000 Power Co. Note: The Income from Building Fund to 
Ist Mtge. 5s Oct oe 940.00 50.00 | $1,850. 55 has been transferred to Building Fun 


— Consolidated Gia. Electric 
Light & Power, of Baltimore, 
fies Feb. 14, 1935 ($2,000 ma- 
tured Feb. 14, 

— Dayton Power & Li 
Ref. 5s Dee. 1, 1941 


called Dec. 1, 1935)............ 
on 5s Ap 5, 1936. 


Co. of Boston 8s 1937 ($1,000 


called July 18, 1935)........... 
1,000" Edison "Electric Illuminating 
of Bost lst Mt 314 


Suiy 1, 1965 (Purchased July 

1,060" Erie County 4% C Oct. 15, 

1938 (Purchased June 38, 1935) 

2,000 Erie Equipment 4%s Dec. 15, 

19 Gua — (Purchased 

2,000 Great Northern Ry. Co. 

en’l. B &%s Jan. 1, 1962..... 

1,000 Georgia Power C o. Ist Ref. 
5s 


1, 1967 
3,000 Guarantee bn le & Trus 
Oct. 1, 1936 (in Dew 
t 


fau 
3,000 Paper Co. Ref. 


eri A 6s 
4,000 Los Angeles 4% % Feb. 1936 
Maine July 5, 1935)...... 


2,000 Metropolitan Ice Co. Ist 
ge. 7s Jan. 1, 1954.......... 
1,000 Electric Co. 
-. Mtge. Series A 5s Jan. 1, 
1,900 ‘Narragansett Electric Co. 
lst Mtge. Series C 5s June 1, 
750 N. Y. Chicago & St. Louis 
R. R. 6% Notes Oct. 1, 1935. 
— Pennsylvania R. R. ($5,000 
purchased Apr. 11, 1935—$5,000 
matured May 15, 1935) 


ist & Ref. 6s June 1, 1957. 
1,000 ‘Public Service Co of No. 
Illinois 4%s July 1, "1960 1st 
Lien & Ref. Series I (Pur- 
chased July 30, 1935)......... 
4,000 Public Service Co. of No 
oo Ist & Ref. 5s Oct. 1, 
1,000 Rockland Light & ae Co. 
lst Ref. A 4%s May 1, 1958. 
1,000 Salem Reg. 4% a. ait 1936 
(Purchased June 20, ). 
2.008 So. wi (Ore. Lines} ist 
e 


tge. A 4%s Mar. 1, 1977..... 
3,000 i S. Cold Storage Co. 1st 
Mtge. 6s Jan. 1, 1945......... 


2,200 U. S. Treasury 44-38% Oct. 
Liberty 4%s June 15, 

($1, 000 June 15, 


1,000 UC. S. Treasury 4%4s-34s 
2,000 S. Treasury 4%4s-34s 

J Treasury 24s Mar. 15, 
1935 i, 000 sold Mar. 8, 1935) 
2 000 >" S. Treasury 38s Feb. 15, 


$66 8 


2,000 U. Ss. Rubber Co. Ist & Ref. 
9 


— Wilson Co. Ine. t 6s one 
1941 ($3,000 No 


3,000 Wilson Co. Ine. Ist 4s July 
15, 1955 (Purchased Aug. 6, 
1035) 


*Interest paid out. 


31.26 
150.00 
990.00 50.00 
30.17 
1,087.90 2.43* 
1,045.00 14.66 
2,047.32 24.25 
1,932.50 110.00 
862.50 50.00 
3,000.00 
3,076.00 180.00 
4,030.00 21.28* 
1,030.00 12.08 
2,100.00 140.00 
960.00 50.00 
982.50 50.00 
750.00 45.00 
5.25 
967.50 60.00 
1,000.00 3.63* 
3,640.00 200.00 
935.00 45.00 
1,009.20 4.56* 
1,605.00 90.00 
3,000.00 180.00 
2,200.00 71.50 
21.25 
2,000.00 57.50 
2,000.00 65.00 
1,015.00 32.50 
2,026.25 65.00 
.49* 
000.06 60.00 
1,735.50 100,00 
180.00 
3,000.00 7.00* 
$82,633.85 $3,484.31 


BUILDING FUND 
December 31, 1935 
SCHEDULE A EXHIBIT 2 


Balance, Jar.uary 1, 1935............ $53,770.29 
Additions: 
Income from Securities......... $1,850.55 
Profit on Sale of Securities...... 376.53 
Total Additions.......... 2,227.08 
Balance, December 31, 1985......... $55,997.37 
STATEMENT 
Showing the Revenue and Expenses of 
The Massachusetts Medical Society 
for the Twelve Months Ended 
December 31, 1935 
SCHEDULE B 


Revenue 
Assessments Received by District Treasurers: 


690.00 
1,887.00 
2,420.00 
1,000.00 
Middlesex South................... 8,032.00 
Worcester 970.00 
$43,557.28 
Assessments Received by Treasurer 1,100.00 
Non-Resident Assessments.......... 1,468.00 
Sale of Directories and ‘‘History”’.. 49.50 
Income from Funds................. 4,194.32 
Profit on Sales of Securities......... 787.20 
Charitable Foun- 
Total Revenue........... $51,166.30 
Expenses 
Salaries: 
‘Seeretaries ...... $3,958.33 
Treasurer ....... 1,000.00 
Assistants to 
President .... 729.17 
Executive 
Assistant .... 467.79 
———— $6,155.29 
Expenses of Cfficers 
and Delegates: 
President ........ $477.20 
Secretary ....... 1,068.48 
Treasurer: ....... 325.52 
District Treasur- 
Censors _......... 819.00 
Delegates to 
American 
Medical 
Association .. 327.67 
————__ 5,357.01 
General Expenses: 
Maintenance of 
Society Head- 
quarters (In- 
cluding Cleri- 
cal and Othe 
Expenses) . $4,193.16 
Shattuck Lecture 200.00 


Cotting 
Luncheons ... 395.82 


3 
ean 
1,000 | 
2,000 U. S. Treasury 3%s Aug. 1, 
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Committee 
Expenses: 
State and Na- 

tional Legis- 


Medical Educa- 
tion and Dip- 


and Finance... 

Ethics and 
Discipline .... 
ublic 


Relations .... 


2,536.50 


Miscellanecus 
Expenses .... 31.25 


— 


7,356.73 
Refunds to District 
Societies .... 5.000.00 
Standing 
Committees: 
Publications: 


nal of Med- 
$18,500.00 
B. A 


nnual 
*Directory.. 1,947.74 


Malpractice 
Defense 

Committee on 
Postgraduate 
Instruction .. 

Committee of Ar- 
rangements— 
Annual Meet- 
ing 


$20,447.74 
742.40 


1,881.68 


1,784.03 
24,855.85 


Total 


ota 
Expenses 48,724.88 


$2,441.42 


Net Revenue....... 


APPENDIX NO. 4 


AUDITING COMMITTEE’S REPORT 


To the Council of the Massachusetts Medical Society: 


The Auditor’s Committee has received from Hart- 
shorn and Walter the audit of the books of the 
Treasurer herewith submitted. It has examined the 
securities in the hands of the Treasurer as of Janu- 
ary 11, 1936 and found all to be present as shown 
in this account. 

RIcHARD M. SMITH, 
Harry P. CAnuILL. 


APPENDIX NO. 5 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON MEMBERSHIP 


At the October 1935 meeting of the Council Rev. 
Francis James Dore, S.J., Professor of Biology at 
Boston College, was nominated for Honorary Fel- 
lowship in the Massachusetts Medical Society. 
Father Dore received the degree of A.B. from Bos- 
ton College in 1898, of M.D. from Harvard Medical 
School in 1902 and of Ph.D. from Fordham Univer- 
sity in 1918. After graduating from Harvard, he 
was engaged in the practice of medicine until 1907. 
He was a Fellow of this Society from 1905 until he 
resigned in 1907. In the latter year he went to 
Europe and entered the Society of Jesus at London. 

Your Committee heartily endorses this nomination 
and recommends that Father Dore be elected to 
Honorary Fellowship. 


Davip N. BLAKELy, Chairman. 
February 5, 1936. 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON MEMBERSHIP 


This Committee recommends: 


1. That the following named fifteen Fellows be 
allowed to retire as of December 31, 1935, under 
the provisions of Chapter I, Section 5, of the By- 
Laws: 


. Ayer, Silas Hibbard, Boston. 

. Bailey, Walter Channing, Boston. 

Conant, William Merritt, Boston, with remis- 
sion of dues, 1933, 1934, 1935. 

. Curtis, Francis George, Ashfield. 

. Greene, Edward Miller, Boston. 

. Harlow, Corydon Webster, Melrose Highlands, 

with remission of dues, 1933, 1934, 1935. 

. Hayes, Frederick Legro, Brookline, with remis- 

sion of dues, 1935. 

. Jack, Frederick, Lafayette, Boston. 

. Lamoureux, Joseph Elzear, Lowell. 

. McNally, William Joseph, Roslindale. 

. Morrison, Archibald Benjamin, Brookline, with 

remission of dues, 1934, 1935. 

. Pike, Forrest Wiley, Stoneham. 

. Preble, Wallace, Cambridge. 

. Richardson, Anna Gove, Lakeville. 

15. *Smith, George Carroll, Boston. 


and, under the provisions of the same section, that 
one retired Fellow be restored to active Fellowship 


Whittier, Francis Fremont, Brookline. 
*Deceased, 


2. That dues of the following named ten Fellows 
be remitted under the provisions of Chapter 1, Sec- 
tion 6, of the By-Laws: 


Borden, Charles Richardson Cobb, Brookline, 1936. 
Danforth, Mary, Peiping, China, 1936. 
Drake, Arthur Knowlton, Avon, IIll., 1936. 
Dunscombe, William Colby, Ensenada, Porto Rico, 
1936. 
Guardo, James Leslie, Stoneham, 1934, 1935. 
Guidone, Ear! Linguiti, Harding, (Medfield) 1933, 1934, 
Hamilton, Robert DeLancey, Newburyport, 1936. 
Lord-Heinstein, Esther Lucile, Dorchester, 1934, 1935. 
Wilder, Edward Wheeler, Madura, So. India, 1936. 
Young, Ralph Randall, Jamaica Plain, 1933-1934. 


3. That the following named eleven Fellows be al- 
lowed to resign as of December 31, 1935, under the 
provisions of Chapter 1, Section 7, of the By-Laws: 


Berry, Walter Durant, Stratton, Maine. 

Blain, Daniel, New York City, with remission of 
dues, 1933, 1934, 1935. 

Braverman, Morris Moses, Northville, Mich. 

Hill, Thomas Chittenden, Vero Beach, Florida. 

Hyde, Corinne Coté, Boston. 

Nute, Albert James, Jamaica Plain. 

Quennell, Willard Leslie, Highland Park, Mich. 

Ritter, Benjamin, New York City. 

Saul, Leon Joseph, Chicago. 

Sutliff, Wheelan Dwight, Chicago, with remission of 
dues, 1935. 

Wroblewski, Walter George, Nashua, N. H. 


4. That the following named thirty-one Fellows 
be deprived of the privileges of Fellowship under 
the provisions of Chapter 1, Section 8, Clauses (a) 
and (b) of the By-Laws: 


Angell, Edwin Olin, Millbury. 

Bennett, Max, Brighton. 

Bennett, Theodore, Brookline. 

Boyer, Joseph Napoleon, Springfield. 
Caron, Gerald Hamelin, North Wilmington. 
Cassels, Louis Raymond, Worcester. 
Charron, Ovide Toussaint, New Bedford. 


lation ........ $1,628.83 
Public Health.. 24.44 
lomas ....... 115.00 
Membership 
4.95 
745.19 
— 
A. New Eng- 
land Jour- 
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, r rancis, Boston. Of 
Gafney, Harry Dabol, Ware. 332.43 1,784.03 
Grady, Thomas Francis, West Lynn. Publications: i asa 
Hayden, John Joseph, Worcester. eR gn Journal of 
Kramer, Sidney David, Brooklyn, N. Y. Membership and Finance........... "12.42 4.95 
Langevin, William Edward, Southbridge. 17.7 18.09 
Lanson, Freeman Arthur, Malden 
Stat 
MacCallum, Wallace Peter, Boston. TTT ETT 1,002.40 742.40 
McDonald, Samuel James, Boston. ublic 437.33 745.19 
McMahon, Francis Joseph, Brookline. Postgraduate Medical Instruction.. 1,000.00 1,881.68 
Osgood, George, New York City Ss 
’ . pecial Appropriations 
Penn, Henry Samuel, Los Angeles, Calif 
Patrick, Arlington. -_ Treasurer.. 6.25 6.25 
evenson, William Oard Of TYrial...... 116.84 
Stoller, Louis Wi Robb, Suffield, Conn. Revision of By-Laws............... 391.52 nian 
oller, Louis William, Red Hook, N. J. Refund to District Societies....... 5,000.00 5,000.00 
Toombs, Herbert Raymond, Westfield. Net Revenue (unexpended)......... 6,095.18 2441.42 
Wellington, Anna Colburn, North Grafton. 
Whiteside, George Shattuck, Pine Orchard, Conn. 
Williams, David Lawrence, Jamaica Plain. 
Yorshis, Philip, Cambridge. 
1934 1935 
5. That the following named three Fellows be Se District _Treasur rs. $42,388.78 $43,557.28 
allowed to change their membership from one Dis- Paid to Treasurer....... reek 1,215.60 ' 1,100.00 
trict Society to another without change of legal Paid by Non- Resident Fellows... 1,408.81 1,468.00 
residence, under the provisions of Chapter III, Sec-| S2l@s of Directories and “History”. By ig 
tion 3, of the By-Laws: Phitips 350-00 30.00 
Two from Norfolk to Suffolk General Fund.........sseeeeeeeeeeees 3,694. 53 3,484.31 
2. Chapman, Earle MacArthur, Brookline. | 
Total Revenues........... $49,801.54 $51,166.30 
One from Worcester North to Worcester 
1. Cheetham, Donald Butterworth, Athol. 
Postgraduate Medical Instruction 
6. That the Massachusetts Medical Society nom- Dues _ <Appropri- Ex- —_ Balance 
inates and recommends for Affiliate Fellowship in ee a ee 
e American Medical Association, in accordance 
with the By-Laws of that association, a retired Fel-|1934 |..1...... ¥ 553.12 ,000. 3,020.62 4,282.27 
low, namely, 2,914.00 1,000.00 9,077.95 — 
Schorer, Cornelia Bernhardine Johanna, Foxborough. Total Expenses of Society 
Davin N. BLAKELY, Chairman. 1932 1933 1934 1935 
February 5, 1936. $40,792.65 $42,099.90 $43,706.36 $48,724.88 
Report oF COMMITTEE ON MEMBERSHIP AND FINANCE, 
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THE MASSACHUSETTS MEDICAL SocIETY 
TREASURER’S REPORT FOR CALENDAR YEAR 1935, 
IN COMPARISON WITH THAT oF 1934 


DISBURSEMENTS 
Salaries 
1934 1935 
Executive Assts. to President...... 2,500.00 729.1 
Executive 467.79 
Expenses of Officers and Delegates 

President and Vice-President...... 205.14 477.20 

Delegates to American Medical As- 
450.96 327.67 

General Expenses 

of Society’s Headquar- 
Shattuck Lecture 200.00 "200.00 
Cotting Luncheons.............-+- 266.20 395.82 


ON FINANCE, Fesruary 5, 1936, 
BupGET FoR 1936 


The following Appropriations are recommended: 
Appropriated 
in 1935 
Salaries: 


Treas 1, 
Assistant. 1,200 


$1,000 


$5,200 $3,500 
Expenses os Officers and 
Delegates: 


and Vice- 
President 


Secretary 
Treas 

District 

Censors 

Delegates to House, 
Delegates 

American Medi- 

eal Association.. 


5,900 5,550 


Maintenance 
Headquarter 
including "elerical 
and other ex- 
penses 


Shattuck Lecture....... ‘ 
Cotting Luncheons....... 


5,500 
200 
300 


3,600 
200 
300 


q 
4 

$500 $500 

1,000 900 

400 350 

2,400 2,400 

800 800 

800 600 
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Standing Committees: 
Arrangements for 
Annual Meeting. $2,006 $1,600 
Publications: 
A. 
ournal o 
Medicine .. 20,000 19,500 
B 
irector 
o/ Fellows. 1,800 1,800 
Membership and 
“ethics an sci- 
Plime 100 50 
*Medical Education 600 800 
and Medical Di- 
plomas . ....-..--. 600 800 
+*State and National 
Legislation ...... 2,200 1,900 
Malpractice Defense. 4 98,395 600 07.216 
Special Committees: 
Postgraduate 
Instruction ...... $1,000 $1,000 
Public Relations..... 1,500 1,000 
Section of Obstetrics 
and Gynecology. 100 
Better Busi- 
25 2,625 25 2,025 
Contingent Fund........ — 2,200 
Estimated Income... $51,000 $49,000 


*Including expenses of delegate to annual congress at Chicago 
and prize offered to interns in Massachusetts. 
tIncluding expenses of Celegate to annual congress at Chicago. 


Davip N. BLAKELY, Chairman. 


APPENDIX NO. 7 


REPORT OF THE COMMITTEE ON POSTGRADUATE 
INSTRUCTION 


The Committee on Postgraduate Instruction wish- 
es to report that the extension courses for 1935-36 
are in progress. The districts have been divided 
into two divisions; one half had their courses dur- 
ing the autumn, and the other half will have their 
sessions next spring. 

At the present time the Committee is considering 
the plans for the future of this work and will make 
the final report at the Annual Meeting in June. 

FRANK R. OBER, Chairman, 
Leroy E. PARKINS, Secretary. 


APPENDIX NO. 8 


IMMUNIZATION AGAINST DIPHTHERIA 


It is recommended that every child be immunized 
during the.second half of the first year of life with 
an appropriate toxoid preparation which is injected 
under the skin and is entirely harmless. This tox- 
oid preparation should be used on any child under 
twelve years of age. 

In children of twelve years or over immunization 
should be done with the toxin-antitoxin mixture 
which is also injected under the skin and is also 
entirely harmless. 


ScHiIcK TESY 


A simple skin test called the Schick Test will 
demonstrate whether an individual has 4 natural 
or an acquired protection against diphtheria. If 
protection exists, immunizing injections are not 


IMMUNIZATION AGAINST SMALLPOX 


It is recommended that every child be vaccinated 
against smallpox during the second half of the first 
year of life. 

It is recommended that this work be done by 
your family physician. 

Family physicians throughout the Commonwealth 
are organizing to do this and other work in preven- 
tive medicine at a price commensurate with the pa- 
tient’s ability to pay. 


MASSACHUSETTS MEbICAL Socrery. 


APPENDIX NO. 9 


REPORT OF THE COMMITTEE ON STATE AND NATIONAL 
LEGISLATION 


Mr. President and Members of the Council: 


Your Committee on State and National Legislation 
has held several meetings during the Society’s cur- 
rent year. The past two months it has endeavored 
to make a careful study and evaluation of the cur- 
rent legislative grist and classified it into Legisla- 
tion which should be favored and which should be 
opposed. There is considerable proposed legisla- 
tion of a “reform” or perfunctory nature, or related 
to one of our allied causes, which consumes much 
time in its study but which it is deemed best to 
classify for ‘no action”. Because of pertinent im- 
perfections and because of the diversity of opinion 
among the Society’s members in the matter of two 
proposed pieces of legislation the Committee decided 
to render no decision and refer them to you for 
consideration and your instructions. 

These two Legislative Bills are the following: 


1. H. 1408 an act relative to selection of physi- 
cians by employees injured in industrial ac- 
cidents. 

2. H. 35 an act for the annual registration of phy- 
sicians and the publication of a list of regis- 
tered physicians. 


Your Committee has given serious thought to the 
apparent ineffectiveness in securing aggressive or 
more appropriately progressive legislation. It has 
given equally serious thought to the ineffective re 
sistance to retrograde legislation. Our legislative 
ineffectiveness is a very real problem. Your Com- 
mittee can present your cause at a hearing before 
a Legislative Committee but unless this is backed 
up by the physicians among a legislator’s electorate 
our efforts can very readily be of no avail. The 
Legislator is the representative of the people of a 
community (this includes its physicians) and it is 
sad commentary to hear a legislator say in all ear- 
nestness, “Well, my family doctor hasn’t said any- 
thing to me about this,” or ‘Well, the doctors in my 
district haven’t brought this to my attention.” The 
average legislator as well as the average physician 
wishes to serve his people. It behooves the rank and 
file of our members to become “politically-minded” 
and take the time to become acquainted with their 
legislators and talk their medical problems over 
from the standpoint of public and professional good. 
It is quite impossible for your Committee on State 
and National Legislation to make your cause felt 
unless we have the individual support of our mem- 
bers. 

The Committee records with regret that recently 
at a hearing on H. 34, which measure your Society 
favored to improve medical standards, one of our 
members saw fit to oppose you in this point of view 
and so expressed himself at the hearing. 

There are certain obligations the Society owes its 


necessary. 


members and one of these is to keep them informed 
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about legislative matters and also it must supply 
the mechanism for legislative effectiveness. The 
policy inaugurated last year to give to every mem- 
ber a list of the legislators in his district will 
be continued. It is also planned to send out to the 
district legislative committee a bulletin which car- 
ries a brief digest of every bill. The society’s stand 
(Favor or Opposed), the hearing dates before com- 
mittees, also any pertinent remarks on a particu- 
lar piece of legislation. We believe this will be of 
considerable practical help as this information will 
now be condensed and readily available, thus avoid- 
ing the handicap of gleaning it here and there in 
our rather voluminous Journal. 

Also, the Committee calls to your attention the 
problem of independent presentation of bills by our 
members without referring them to your legislative 
committee or any other committee whom you may 
create or designate. This has given rise to a num- 
ber of embarrassing situations. For example: Two 
years ago we had three separate Lien laws pro- 
posed, each with obvious defects. Then your So- 
ciety was requested to support these bills. Also, 
members may propose legislation and if your Com- 
mittee does not come forward with spontaneous sup- 
port there is the vicious insinuation that we are 
not sufficiently interested in ‘“‘The Welfare of the 
Doctors.” Such independent petitions for legisla- 
tion do not make for uniformity of opinion or sup- 
port. If this situation is not abated, it may be 
necessary to petition you for some remedial meas- 
ure. 

In conclusion, your committee is at your service. 
It is always glad to receive suggestions and its 
present recommendations are that for the best in- 
terests of our Society the two before-mentioned pro- 
posed legislative measures be submitted to you for 
consideration. 

Respectfully submitted: 


D. L. 


APPENDIX NO. 10 


The joint committee appointed by the Council of 
the Massachusetts Medical Society and the Boston 
Medical Library has had two meetings, and has 
the honor to present the following report: 

It is the unanimous opinion of the members of 
the joint committee that a closer affiliation between 
the Massachusetts Medical Society and the Boston 
Medical Library would be of mutual advantage. 
The Boston Medical Library is one of the largest 
and most important medical libraries in this coun- 
try, and contains material relating to medicine in 
colonial history which is unique. It contains the 
original library of the Massachusetts Medical So- 
ciety, serves as a reference library for all of the 
New England States and is used continuously by 
students and instructors of the three important 
medical schools in Boston. 

Your committee believes that the services of the 
Boston Medical Library might be and should be 
made more readily available to all of the members 
of the Massachusetts Medical Society. There are 
various ways in which this can be accomplished. 
For example, in connection with the Postgraduate 
Courses given in the different districts, it is sug- 
gested that a system of extension service by the 
library, coordinated with the subject-matter of the 
extension courses in each district, could be devel- 
oped at small expense which would greatly increase 
the interest and the value of the instruction given. 

Another plan is to have the library send out pack- 
ages of books to the districts of the state, making 
some one man responsible for the care and return 


of the books so sent. In this way the Fellows of 
the Massachusetts Medical Society could have an 
opportunity to see and examine new books as they 
came out, or perhaps they would prefer groups of 
books or reprints dealing with one or another spe- 
cial subject. The scheme has many variations. 

Meantime, bibliographic service for individuals 
working on a special topic is an important item 
which needs and deserves closer attention. The 
point is, that whatever the form of service or serv- 
ices may be, the library stands ready to undertake 
to supply it, provided only that the Fellows of the 
State Society will give the project their encourage- 
ment and their support. 

The joint committee is confident that the suc- 
cessful development of such a service would greatly 
increase the number of physicians in the state who 
would find the library of real value in broadening 
their professional and cultural activities. 

Respectfully submitted, 
Joint COMMITTEE FOR THE 
Boston MeEbDICAL LIBRARY AND THE 
MASSACHUSETTS MEDICAL SOcIeTy. 


LINCOLN Davis, 
CHARLES F. PAINTER, 
FRANCIS M. RACKEMANN, 
P. E. TRUESDALE, 
P Erwin C. MILLER, 

R. B. GREENOUGH. 


February 5, 1936. 


APPENDIX NO. 11 


REPORT OF THE COMMITTEE TO CONSIDER THE TYPE OF 
PERSON TO BE ADMITTED TO FELLOWSHIP IN THE 
MASSACHUSETTS MEDICAL SOCIETY 


The qualifications for membership in medical so- 
cieties have been under rather desultory discussion 
for some years. Apparently there are at present 
7,014 physicians in Massachusetts according to the 
thirteenth edition of the A. M. A. Directory. On 
April 1, 1935, there were 4,737 members of the 
Massachusetts Medical Society. Roughly speaking. 
two-thirds of the physicians of Massachusetts belong 
to the Massachusetts Medical Society. There are, 
of course, three possibilities: (1) To allow things 
to go on as they are, which is more or less drifting. 
(2) To try to encourage membership so that a 
larger proportion of the listed physicians would be 
members of the Massachusetts Medical Society. In 
support of this view, it is urged that the Massa- 
chusetts Medical Society would be in a stronger po- 
sition if it were more truly representative of the 
total number of physicians, and secondly, although 
men might be poorly qualified either from their 
medical training or from their practice, neverthe- 
less, by membership in the State Society these in- 
dividuals might be improved and reformed and thus 
be made desirable and worthy members. (3) The 
third possibility is to scrutinize more carefully than 
has been done in the past the candidates for elec- 
tion to the District Medical Societies. It can be 
pointed out that once a man is a member of a Dis- 
trict Medical Society, it is extremely cumbersome 
as well as difficult to terminate his membership 
if he objects. It is likely that there are in the Mass- 
achusetts Medical Society and every other state medi- 
cal society a small proportion of undesirable mem- 
bers who probably do harm to the profession and 
to the Society. 

The Committee on Medical Education and Medi- 
cal Diplomas has been much concerned in regard 
to its relationship to this problem. This Committee 
passes on the educational qualifications in general, 
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and in particular examines the candidates from 
schools which are not approved for various rea- 
sons. Of course, it would be possible for this Com- 
mittee to be more severe in its approval of medical 
schools and also more severe in the examination of 
candidates. This Committee has labored hard to 
acquire data, but on the whole, has no very dis- 
criminating data about the desirability of this group 
of individuals. With the lax medical licensing laws 
of Massachusetts, the number of individuals who 
can only be licensed to practice medicine in Massa- 
chusetts and in an occasional other state will prob- 
ably be greater and the problem may become much 
more acute. The final decision, of course, has to 
be made by the District Medical Society after the 
candidate’s medical training has been approved by 
this Committee or a candidate himself, after a cer- 
tain residence, has been approved by this Commit- 
tee. There is always a tendency for the local dis- 
trict society to be rather lenient. 

It seems to your Committee that it is unwise for 
a district medical society to take the ground that 
it will absolutely refuse to admit to its membership 
a physician merely because his training is not of 
the best after he has been permitted by the state 
law to practice medicine and after he has shown 
in the practice of medicine medical ability and in- 
tegrity of character. It also seems unwise to your 
Committee to undertake any drastic action which 
would make the Massachusetts Medical Society in 
any way an exclusive and a nonrepresentative body. 
Presumably, considerably over half of the listed 
physicians in the state ought to be members of the 
Massachusetts Medical Society. Perhaps in these 
somewhat mercenary times the Medical Society 
should attempt to offer more to its members than 
it has in the past. Of course, in some localities 


membership in the District Medical Society is a 
requisite for the privilege of using certain hospi- 
tals, which your Committee believes is entirely cor- 
rect. The Committee believes that the Massachu- 
setts Medical Society with the Journal, with its 
graduate courses and with the meetings of the local 
medical societies and the Annual Meeting of the 
Massachusetts Medical Society is actually giving 
very material advantages to its members. These 
activities may well be increased. 

Since there are many tangible advantages to 
membership in the Massachusetts Medical Society 
and since these advantages should be increased, it 
therefore seems desirable for the local societies 
through their Boards of Censors to scrutinize very 
carefully the men eligible for admission. Unques- 
tionably, the technique would vary in different com- 
munities but the election to membership in a Dis- 
trict Society, especially in regard to the men who 
have had obviously poor training, should be by no 
means a perfunctory affair. 

Your Committee feels, furthermore, that while it 
has sentimental advantages and possibly financial 
advantages for a man to belong to the Massachu- 
setts Medical Society and yet reside and practice 
elsewhere, nevertheless, a man ought to belong to 
the local Society in which he does the bulk of his 
practice and that he ought to belong to only one 
local Society. Considerable confusion has arisen 
on that point which seems to your Committee to be 
unnecessary. 

COM MITTEE. 


Roger I. Ler, M.D., 
EpwIin R. Lets, M.D., 

A. WARREN STEARNS, M.D., 
H. G. M.D., 

P. E. TRUESDALE, M.D. 


MOTHER’S DAY 


Mother’s Day* has taken an added significance 
during these past few years because of the move- 
ment to bring to the attention of the Nation the 
needless waste of life of mothers in childbirth and 
to develop better maternity care. 

A special effort is being launched for the sixth 
time this year through the Maternity Center Asso- 
ciation with the keynote: Early and Adequate Care 
Reduces the Risks of Motherhood: Father Plays a 
Leading Rdle. 

Experts tell us that over half of our maternal 
mortality of 15,000 a year could be prevented. In 
8,000 homes last year mothers died who did not 
need to die. They were homemakers of 8,000 fam- 
ilies in many of which were children. 

It is needless to point out the social consequences 
of these deaths. Broken homes with their attend- 
ant problems help to fill the delinquency courts, to 
bring family strife and disaster to many young 
lives. 

The crime of it is that although we know enough 
to prevent these deaths, they are not being pre- 
vented. The general death rate never was lower. 
Diphtheria and tuberculosis are on their way out 
as public health problems. We know enough to re- 
duce maternal mortality as much as tuberculosis 
has been reduced during the past quarter of a cen- 
tury. But the death rate among mothers has re- 
mained nearly stationary since we have had sta- 
tistics in the United States. 


*This year May 10. 


It is also interesting to note that maternal deaths 
last year were nearly half as numerous as automo- 
bile fatalities about which the Nation was so thor- 
oughly aroused. There were 15,000 known maternal 
deaths compared with 36,400 automobile deaths. 

It also does not redound to our credit that the 
maternal mortality rate in the United States is one 
of the highest in the world. While this statement 
has been questioned from time to time because of 
the different methods of classification of deaths in 
various countries, the United States Children’s Bu- 
reau in a recent study? of the subject declared that 
“No matter what method of procedure is used, the 
United States retains an exceedingly high rate as 
compared with other countries.” 


WHAT IS ADEQUATE MATERNITY CARE? 


If these deaths are preventable, how, then, can 
they be prevented? It can be adequately set forth 
in the following program: 


1. A complete medical examination early 
in pregnancy. 

2. Regular and frequent medical supervi- 
sion of prospective mothers. 

3. An aseptic delivery under the supervi- 
sion of an obstetrician. 

4. Supervision, care and instruction until 
the mother is able to resume her work. 


tComparability of Maternal Mortality Rates in the United 
States and Certain Foreign Countries, 1935, Publication 229. 


(Continued on page 535) 
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THE NEISSERIAN MEDICAL SOCIETY OF MASSACHUSETTS 


THE MANAGEMENT OF GONORRHEA* 
IV. The Treatment of Gonorrhea in the Male 


A. General Principles 


ONORRHEA is a very prevalent disease in 
the male. It is the cause of enormous eco- 
nomic loss. It is astonishing that so serious a 
disease has been given so little consideration by 
the medical profession. 

Gonorrhea is particularly dangerous because 
it is so often transmitted to the female, and 
eonococeal infection of the female pelvic organs 
is a major disaster. The morally decent, mar- 
ried women who have gonorrhea are legion, and 
out ber their misbehaving infected sisters. 
When the medical profession and the human 
male open their eyes to a situation which has been 
obvious for generations, more serious considera- 
tion will be given to the control of gonorrhea 
in the male. 

The management of gonorrhea is nct easy. 
There is no simple therapeutic formula for its 
control. As a matter of fact, specific ‘‘cure- 
alls’’ are available for relatively few diseases. 
Fortunately with gonorrhea as with other dis- 
eases, good results will follow in most cases if 
both patient and physician adhere strictly to a 
few basic principles of procedure. 

To those who are unwilling to exert themselves 
and who prefer to swallow the glib promises of 
the drug-house salesman, success will never 
come. To those who practice medicine as the 
art which it is and who seek to d@ the best that 
they can with the materials and methods at 
hand, there is much that the specialist can offer 
in the way of suggestion which will lead to hap- 
pier endings. 

The actual treatment of gonorrhea by medica- 
tion is but a single factor in the management 
of the disease. Within certain limits, what the 
physician uses is of less importance than how 
he uses it. What he persuades the patient to do 
is the most important of all. The uninstructed, 
uncontrolled patient can defeat, instantly and 
consistently, every effort which the best physi- 
cian may make to conquer an infection. Unless 
the patient can be persuaded to cooperate, there 
is not much point in treating the infected mu- 
cous membranes. 


INSTRUCTION OF THE PATIENT 


The average patient with any disease meas- 
ures its seriousness by the discomfort it causes 


*This is the fourth of a series of articles by the Neisserian 
Medical Society of Massachusetts, on the Management of Gonor- 
rhea. The others have appeared in The New England Journal 
of Medicine as follows: 


1. The laboratory in the diagnosis of gonorrhea. 210: 362 


(Feb. 15) 1934. 
2. The clinical diagnosis of gonorrhea. 211: 221 (Aug. 2) 


3. The clinical diagnosis of gonorrhea in the adult female. 
212: 823 (May 2) 1935. 


and its ‘“‘eure’’ by the disappearance of symp- 
toms. The patient is satisfied with drug-store 
treatment if it allays the discomfort and stops 
the discharge. Unless the physician can con- 
vince the patient that gonorrhea is more than 
a urethral discharge and that treatment must 
be continued for weeks, and sometimes many 
months, until the entire genitourinary system 
is free from infection, he will be no more effec- 
tive than the druggist in the management of 
the disease. 

The patient must be told, in considerable de- 
tail, what gonorrhea is, how extensive the infec- 
tion is or may become in his case, and what 
treatment must accomplish in terms of clinical 
and laboratory results before cure can be con- 
sidered. The knowledge that the physician 
knows what gonorrhea is. breeds confidence in 
ng patient that he will also know how to treat 
i 


In order that the patient’s confidence may be 
sustained he must understand the general na- 
ture of the treatment. If he is permitted to in- 
ject medication into his own urethra, he must 
know why self-medication is ordinarily to be 
condemned. He must know why active treat- 
ment must be suspended temporarily in the 
event of posterior extension; why control of 
the infection in the urethra must be followed 
by attention to the prostate, and why, if com- 
plications occur or progress is unsatisfactory, 
treatment may be modified. The patient who 
understands this from the beginning adapts 
himself to the changing conditions. The phy- 
siclan who must account for the modification of 
treatment as he goes along may leave the im- 
pression that he is blundering his way through 
by the method of trial and error, which is cer- 
tain to destroy the patient’s confidence. 


Sexual excitement: 


There is complete unanimity among those 
who know gonorrhea that sexual intercourse or 
sexual excitement of any kind delays cure and 
predisposes to complication. If the patient can- 
not be convinced that the exposure of others to 
his infection is reprehensible (arguing, for in- 
stance, that he uses a condom), he must be con- 
vineéd that his speedy cure will be impossible 
if he refuses to codperate. The sexually mis- 
behaving male with gonorrhea will add only 
failure to the record of the physician who per- 
mits the misconduct to continue. Failures do not 
add to any physician’s practice or prestige. 


Alcohol: 


What has been said of sexual excitement ap- 
plies with equal force to the ingestion of al- 
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cohol in any strength or form. They are both 
utterly incompatible with the cure of gonor- 
rhea. 

Diet: 

There is still a little controversy over other 
articles of diet. Some physicians advise their 
patients to avoid ‘‘spicy’’ foods and ‘‘fizzy”’ 
drinks. It may be said without fear of con- 
tradiction that a well-balaneed, nourishing diet 
is as important for the maintenance of the 
health of the patient who has gonorrhea as it 
is if he has any other disease. 

Elimination: 

Whether constipation interferes with cure 
directly by increasing local congestion, or in- 
directly by lowering the patient’s general re- 
sistance, or both, is not settled. Certainly there 
is nothing to be lost and perhaps something to 
be gained by giving attention to the patient’s 
elimination. 

Experience indicates that retention of urine 
increases the risk of epididymitis by foreing 
urine and pus from the posterior urethra into 
the vesicles and vas deferens, and so to the epi- 
didymis. This may be an especial risk to those 
who are obliged to lift heavy objects, who take 
long automobile rides, or who otherwise subject 
themselves to strain (even to that of a ‘‘ petting 
party’’). Further, a certain advantage may be 
gained by frequent emptying of the bladder in 
that the urethra is frequently flushed free of 
pus, irritation of the neck of the bladder is de- 
ereased and the number of erections is reduced. 

As soon as the diagnosis is made, therefore, 
the physician who hopes to manage gonorrhea 
in the male successfully will discuss with the 
patient : 


1. The nature of gonorrhea in detail. 

2. The extent of the infection in the patient 
and its possible extension. 

3. The general nature of treatment, and its 
nonspecificity. 

4. What treatment must accomplish in 
terms of clinical and laboratory results, 
before cure can be considered. 

dD. The effect of sexual intercourse, sexual 


excitement and alcohol on the course of 
the disease and its eventual cure. 

6. The importance of a well-balanced and 
nourishing diet. 

7. The importance of elimination on general 
principles. 

8. The dangers of retaining the urine too 
long. 


The physician who gives deliberate and force- 
ful attention to these details will have taken a 
long step toward the successful management 
of gonorrhea. 

If the health department or any other ree- 
ognized agency offers suitable material for the 
information of the patient, the physician is wise 


who takes advantage of such confirmation of 
his own instructions. 


CONTINUITY OF TREATMENT 


It is not enough to make the diagnosis and 
to begin treating the patient. Unless the man- 
agement of the infection is carried to a sue- 
cessful conclusion, nothing will be gained. The 
patient who, for any reason, discontinues treat- 
ment, remains uncured and is a menace to 
those who are exposed to his infection. 

The more common reasons for the too early 
interruption of treatment are the following: 


1. The patient’s ignorance of the nature of 
gonorrhea and its significance to himself 
and others. 

The patient’s inability to pay for ade- 
quate treatment. 

3. Mismanagement of the infection by the 
physician. 

The patient’s incorrigibility or feeble- 
mindedness. 

Ineonvenience, including inconvenient 
treatment hours, time consumed in 
travel, cost of transportation. 

6. Removal to some other community. 


The importance of the first item, and how 
to meet it, has been discussed. 

Patients who discover that the cost of treat- 
ment is mounting beyond their ability to pay, 
will either refuse to become indebted at all and 
discontinue treatment when their funds are ex- 
hausted, or they will allow the debt to accumu- 
late until its sheer weight frightens them into 
discontinuing treatment. Of course there are 
those, also, wkp do not hesitate to ‘‘shop’’ from 
doctor to doctor, leaving behind them a trail 
of unpaid bills. 

It is not customary in the general practice 
of medicine to dwell with any emphasis on the 
patient’s ability to pay for medical care, at 
least at the beginning. To do so leaves the im- 
pression that the physician is concerned, pri- 
marily, over his remuneration. In the manage- 
ment of any acute condition which will not 
require hospitalization or expensive surgical or 
other technical attention, it is rarely necessary 
to give deliberate consideration to the eost. The 
patient pays the bill as it is presented, or asks 
for its modification, or lets it go unpaid. 

In the suecessful management of gonorrhea, 
however, the patient’s ability to pay has a di- 
rect and important bearing upon the final result, 
not alone for the patient, but for those to whom 
he may give his infection. The disease is com- 
municable and unless it is cured, the final result 
is zero, no matter how good the incompleted 
treatment may have been. The physician’s first 
and constant thought should be that the infee- 
tion must be treated to a satisfactory conclusion. 
A diabetic or cardiac patient may neglect treat- 
ment to his ewn disadvantage if he cannot pay 
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for it or will not accept free medical care. <A 
patient with a communicable disease must not 
be permitted to neglect his infection for any 
reason, because he may give it to someone else. 


Again, the average patient will make a serious 
effort to secure treatment for an acute condi- 
tion which is causing him discomfort or which 
is annoyingly symptomatic. The disturbing 
symptoms of gonorrhea disappear relatively 
early under competent management. If the 
patient is in economic distress, he will decide 
for himself that he cannot afford the high cost 
of treatment for a condition which is causing 
him little or no inconvenience. Once more the 
final result is zero, since the disease is still com- 
municable. 


In his approach to this question of the pa- 
tient’s ability to pay, the physician should be 
sure that the patient understands that that mat- 
ter must be discussed because of its bearing 
upon the continuity of treatment and the com- 
munieability of the disease. He should make it 
clear to the patient that he is so concerned over 
the eventual cure of the infection that he wishes 
to be certain that any necessary economic ad- 
justment will be made, when the need arises, to 
insure a_ satisfactory end-result, whether it 
means reduction of the fee, no fee at all or 
eventual reference to a clinic. 


The physician should consider the patient’s 
ability to pay for treatment as follows: 


1. Can the patient pay the regular fees no 
matter how long treatment must go on 
or how many complications develop ? 

2. Can the patient pay only for the usual 
treatment of an uncomplicated infec- 
tion ? 

3. Can the patient pay a reduced fee for 
the usual treatment of an uncompli- 
cated infection? 

4. Can the patient pay little or nothing? 

5. Is the physician willing to carry the pa- 
tient for what he ean pay, or until he 
can pay, for treatment to a successful 
conclusion ? 


There should be a complete understanding 
between the physician and the patient upon 
these points. -If the patient’s inability to pay 
for adequate treatment is likely to result in its 
interruption, that contingency should be planned 
for in advance either by a modification of fee 
or by reference of the patient to a clinic. The 
ethical practice of medicine will not tolerate 
acceptance of the patient’s money for as long as 
he ean pay, and disinterested dismissal there- 
after, to no treatment at all. 


The incorrigible or feebleminded patient who 
cannot be controlled, deserves the attention of 
the health authorities. 

Annoying inconveniences which interfere se- 
riously with treatment may sometimes be solved 


by referring the patient to a more accessible 
colleague. 


PREVIOUS TREATMENT 


It is of advantage to know, in some detail, 
what, if any, treatment the patient may have 
had. If it has been satisfactory, it may be well 
worth while to continue with it. If it has failed, 
it may be worth avoiding, or its failure may of- 
fer a clue to the patient’s conduct. A new 
physician may be no more successful than a 
previous physician if the patient still refuses 
to cooperate. 

In the evaluation of any previous treatment it 
may be sufficient to have the patient describe 
it and his reaction to it. It is important to 
know why the patient discontinued treatment 
with another physician. If there is reason to 
believe that the previous treatment was sound, 
even though it failed, it may be worth while to 
discuss the patient’s conduct with his former 
physician. 

If treatment has been prescribed or adminis- 
tered by a druggist or any other person not li- 
censed to practice medicine, the facts, together 
with the name of the druggist or other illegal 
practitioner, should be reported to the State 
Department of Public Health. 


TREATMENT 
First principles: 

Gonorrhea, properly managed, is a self-limited 
disease. It becomes intractable and is of long 
duration chiefly as the result of neglect, mis- 
conduct on the part of the patient and mis- 
management by the physician. The disease is 
essentially one of the mucosa. Local treatment 
can destroy, directly, only those gonococei which 
are on the surface. Indirectly, it assists the 
tissues to overcome the infection by providing 
drainage and by gentle stimulation of their re- 
cuperative powers. Any treatment which in it- 
self damages these tissues, retards their recov- 
ery. Any treatment which adds even to the mo- 
mentary discomfort of the patient is damaging 
to the tissues. 


Whatever the drugs to be used or by what- 
ever technic they are to be applied, the first 
principle of treatment is gentleness. The deli- 
cate, inflamed and already damaged mucous 
membranes will not tolerate rough or ineonsid- 
erate treatment. The physician may delay cure 
and produce complications by excessive energy 
as readily as the patient by misbehavior. 

If the treatment is to be gentle, attention 
must be given to the selection of drugs, their 
strength in solution, their temperature, the force 
with which injections or irrigations are given, 
the frequency with which treatment is adminis- 
tered, the type of equipment used and to the 
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avoidance, always, of any unnecessary instru- 
mentation. 


Oral medication: 


There is little agreement over the value of 
any particular oral medication. Sandalwood oil 
in 5 to 10 minim doses, three times a day, after 
meals, is the most widely used. It is said to 
relieve urgency and reduce discomfort when, 
in the early stages of a posterior urethritis or 
an acute prostatitis, those are annoying symp- 
toms. Whether the fluid intake must be re- 
duced to provide for effective concentration of 
the oil in the urine, and whether such reduction 
in fluid intake is in itself a serious disadvantage, 
is a much debated subject. 

Alkalies, balsams, bromides, hyoseyamus and 
various other drugs also find some use as urinary 
sedatives. Perhaps the best that can be said 
of oral medication is that if one of the urinary 
sedatives relieves the patient’s discomfort, its 
administration may be worth while. 

As a rule, unless there are special contra- 
indications, it is considered advisable to increase, 
considerably, the patient’s daily intake of water. 
Any contraindications must be learned by ex- 
perience as they vary from patient to patient. 


Urethral medication: 


The objects of urethral medication are to re- 
move the accumulation of pus in which the 
membranes are bathed, to provide free drainage, 
to improve local circulation, to stimulate, mild- 
ly, the membranes, and least of all, to kill the 
gonococcus (except those on the surface) by any 
direct antiseptic action. Any drug powerful 
enough to kill the gonoeoceus in the depths 
of the mucosa will add to the damage already 
being done to the membranes by the infection. 

Nonirritating, nonstringent drugs, in dilute 
solution, at a temperature comfortably warm, 
injected without force, through suitable syringes 
or irrigators, give good results. Irritating 
drugs, astringents, strong solutions, high pres- 
sure injections, too much heat or too little, and 
improper instruments only add to the patient’s 
discomfort, delay cure and cause complications. 

For best results, no patient should be per- 
mitted to inject medication into his own urethra. 
Patients may inject too much, thus overdistend- 
ing and traumatizing the urethra and often fore- 
ing pus into the posterior urethra. Posterior ex- 
tension, prostatitis and epididymitis may result. 
Other patients will inject insufficient medication 
or neglect treatment. 

However, many patients cannot afford to pay 
for or give the time to frequent visits to the 
doctor’s office. Compromise is necessary in these 
cases, but it must be #*rmitted only in the treat- 
ment of the anterior urethra. 

A proper syringe, preferably a rubber bulb, 
one-dram, glass syringe of the ‘‘ Asepto’’ type, 


should be prescribed (or better, dispensed) and 
insisted upon. The patient should be taught, by 
actual demonstration in the doctor’s office, how 
to inject and hold the medication. The amount 
which can be injected safely into a given pa- 
tient’s urethra (they all vary in size) must be 
determined accurately. Some simple method 
must be devised by which the patient may al- 
Ways measure the same amount. He should 
be taught to cleanse and boil the syringe after 
each use. It may be advisable to give some pa- 
tients written instructions for the entire pro- 
cedure. 

If the patient is allowed to treat his own 
urethra, he must be warned to stop all treat- 
ment at once and report to the physician if there 
is any exacerbation of discomfort or discharge or 
any evidence of extension or complication. 

Among the drugs which the patient may use, 
the organic silver salts (argyrol, silver nucle- 
inate, protargol and neosilvol) enjoy the widest 
use. Which of these is to be prescribed depends 
largely upon what the patient can afford, and 
how important it is to avoid staining of the 
clothing. Argyrol and silver nucleinate will 
stain fabrics. Silver nucleinate_is the less ex- 
pensive. Protargol and neosilvol are cleaner. 
The latter is the more expensive. Argyrol, sil- 
ver nucleinate and neosilvol may be used in 
strengths up to 10 per cent although the weak- 
er (5 per cent) solutions are safer for routine 
use. Protargol may be used in strengths of 
one fourth per cent to one half per cent. 

Urethral irrigation should be done only by 
the physician. An irrigating tank is safer than 
a syringe as it cannot deliver the irrigant at a 
pressure greater than the weight of the column 
of fluid. The fluid column should never be 
higher than two, or at the very most, three feet 
above the level of the urethra. 

Irrigation of the anterior urethra is given 
through a tip which fits into the meatus. An- 
terior-posterior irrigations are best given 
through the same type of tip. The patient can 
be taught, in most cases, to relax the cut-off mus- 
ele for posterior irrigations. Except in the 
hands of a highly qualified expert, a catheter 
should never be passed into the urethra until 
the urethral infection has subsided and it is 
necessary to fill the bladder preliminary to pros- 
tatic massage. Any instrument passed into an 
inflamed urethra is certain to cause damage. 
More strictures have been caused by injudi- 
cious instrumentation than by the disease it- 
self. As the treatment of gonorrhea becomes 
more gentle, strictures become progressively 
fewer in number. 

Potassium permanganate in strengths of from 
1:10,000 to 1:8000 is by far the most satisfac- 
tory irrigant in use and has stood: the test of 
time. Silver nitrate, 1:10,000 is also useful. 
A variety of other drugs have enjoyed sporadic 
popularity, but possess no advantages and some 
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disadvantages over potassium permanganate. 
The temperature of the irrigant should be as 
high as the patient can stand with complete 
comfort—usually not higher than 110 degrees F. 
(in the reservoir). 

If the infection is active in the posterior ure- 
thra when the patient is first seen or it extends 
into the posterior urethra later, all direct treat- 
ment of the urethra must be omitted until the 
activity has subsided. Thereafter the patient 
may continue to treat his anterior urethra, if 
necessary, but the physician must give the an- 
terior-posterior irrigations. 


Dressings: 

The patient who has a urethral discharge is 
disturbed over the soiling of his clothes. The 
physician should appreciate this and provide 
for it in order that objectionable dressings will 
not be used. 

The dressing has only esthetic value and it 
must not be allowed to interfere with drainage 
or treatment. A sanitary bag (gonorrhea bag) 
may be prescribed, into the bottom of which 
gauze (not cotton) may be placed. The gauze 
should be replaced by a fresh supply after each 
urination. A _ butterfly dressing will collect 
urethral discharge, but will not protect the 
clothing against the stains of colored medica- 
tions. A hole is cut in the center of a strip of 
gauze, the glans slipped through the hole and 
the foreskin pulled down to hold the dressing 
in place. The gauze should project from the 
penis in sufficient quantity to collect the pus 
which accumulates between at least frequent 
urinations. 


Prostatic massage: 


When the urethral infection has subsided and 
is under control or it is obvious that there is 
no further progress toward cure, the prostate 
is examined and, if it has been infected, it is 
treated by massage. The prostate is always in- 
fected if the infection extends into the pos- 
terior urethra. 

The object of prostatic massage is to free the 
prostate of infection. This is accomplished part- 
ly by the gentle evacuation of its contents (thus 
improving drainage), and gentle stimulation of 
circulation to relieve congestion. 

Here, as in any stage of the management of 
gonorrhea, gentleness is essential. Massage 
should never be so strong as to cause pain. It 
should never be vigorous. It should be begun 
lightly and limited at first to a very few strokes. 
The pressure may be increased and the massage 
more thorough with time and ability of the pa- 
tient to stand it with comfort. 

Proper massage may or may not produce a 
visible discharge of fluid at the urethral mea- 
tus. Examination of the urine or irrigant void- 
ed after the massage will give ample evidence 
of the evacuation. If the patient has had treat- 
ment elsewhere, it may be well to explain this 


point as some patients have been allowed to be- 
lieve that a massage which does not produce a 
visible evacuation is not adequate. 

Proper prostatic massage is an art. It can 
be learned only by patience and experience. 

Careful study of many cases has disclosed 
that the vesicles are more often involved, fol- 
lowing a posterior urethritis, than it has been 
generally supposed. It seems improbable that 
they could escape at least some degree of in- 
fection in view of their relation, like that of 
the prostate, to the posterior urethra. 

Seriously involved vesicles may be palpated 
rectally, above the upper border of the pros- 
tate. If they can be palpated, great care should 
be taken to leave them alone so long as there 
is any evidence of activity, for epididymitis may 
follow injudicious meddling. If they cannot be 
palpated, their involvement may be indicated by 
the amount and nature of the detritus in the 
urine voided after massage. Poorly draining 
vesicles may cause backache or referred pains 
which sometimes lead to mistakes in diagnosis. 

When it is safe to treat the vesicles, they can 
be stripped during prostatic massage by car- 
rying the massaging finger as far above the up- 
per border of the prostate as possible. 

There should be some fluid in the bladder 
when the prostate is massaged, as the urethra 
should be cleansed by emptying the bladder 
through it after massage. Urine is the best ir- 
rigant at this time. The unnecessary filling of 
the bladder with an irrigant adds only to the 
dangers of unnecessary trauma. 

If the patient has emptied his bladder, or if 
the physician must examine the urine prior to 
massage (two-glass test) the bladder should be 
partly filled before massage. The routinely used 
irrigant mav be used for this pupose. If the 
patient and the physician have ‘earned to fill 
the bladder through a meatal tip, so much the 
better. Otherwise a small, sterile, soft-rubber 
catheter, well lubricated, may be passed into the 
urethra, beyond the cut-off muscle (without 
using foree) and the bladder partly filled 
through it. Instrumentation, or the passage of 
a catheter, is usually contraindicated if the ure- 
thral infection is still active. 


MISCELLANEOUS TREATMENT 


Sitz-baths are excellent for the relief of an 
acute posterior urethritis or prostatitis. They 
add to the comfort of the patient and improve 
the circulation of the affected parts. 

Sounds have no place in the treatment of an 
active urethral or prostatic infection. Their 
use should be limited entirely to: 


1. Therapeutic test for cure after all signs 
and symptoms of infection have disap- 
peared. 

2. For the treatment of stricture, after 
any active infection has subsided. 
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3. In the hands of the expert, the urethra 
may be massaged gently over a sound, if, 
in a long-standing, persistent, low-grade 
infection, it appears that submucous in- 
filtration is the cause of failure to im- 
prove. Other causes of persistent in- 
fections must be ruled out first, such as, 
a prostatitis, misconduct on the part of 
the patient, overtreatment and too vig- 
orous treatment. The urethral infec- 
tion must first have received adequate 
routine treatment until it is evident that 
no further improvement is to be ex- 
pected. 


Vaccines, foreign proteins, filtrates, diathermy 
and other special or widely promoted drugs or 
methods have no place in the routine treatment 
of gonorrhea. Vaccines, foreign proteins and 
filtrates may be of use in the treatment of cer- 
tain complications, such as arthritis or epidid- 
ymitis. Diathermy may be useful in epididy- 
mitis. Dilators had better be discarded as ob- 
solete and dangerous except as surgical in- 
struments in the hands of trained urologists. 


Meatotomy: 


Rarely, even in a large practice, may it be 
necessary to enlarge the urethral meatus (meat- 
otomy) in order to promote drainage. 


RECORDS 


It is impossible to judge of results by impres- 
sion alone. That physician will best adjust his 
methods to eventual success who keeps careful 
records and who studies them for results. 

The minimum record should consist of at least 
the following: 


1. History of the infection. 

2. Examination of the patient with par- 
ticular emphasis upon the eenito-urin- 
ary system. 

. Laboratory findings. 

. Diagnosis. 

. Treatment, by date and treatment used. 

. Conduct of the patient. 

. End-results, with a summary of the 
progress of the case. 


Ot 


These records should be studied from time to 
time with the following questions in mind: 


1. Proportion of patients neglecting treat- 
ment? 
. Proportion of patients cured? 
Stage of infection when first seen? 
Proportion of patients having had pre- 
vious treatment and with what results? 
5. The time required for cure’? Relation 
of the patient’s conduct to the time re- 
quired for cure? 
6. Tests which most satisfactorily indicate 
cure? 


7. Relation of good results to the kind of 
treatment ? 

8. Relation of poor results to the kind of 
treatment ? 


SUMMARY 


On the whole, the fundamental principles of 
the successful management of gonorrhea in the 
male are the following: 


1. Good cenduet on the part of the patient 
with especial emphasis upon abstinence 
from any form of sexual excitement and 
alcohol. 

2. Proper evaluation of any previous treat- 
ment. 

3. Regularity and continuity of treatment. 

4. Careful instruction of the patient con- 

cerning any treatment which is to be 
self-administered. 

. Gentleness. 

(a) Mild solutions, nonirritating and 
nonastringent. 

(b) Suitable syringes and irrigators 
which avoid traumatization of the 
inflamed membranes. 

(¢) Avoidance of force in giving in- 
jections and irrigations. 

(d) An irreducible minimum of ure- 
thral instrumentation. 

(e) Gentle prostatic massage. 


SHORT CUTS 


In addition to the above, it is urgently ree- 
ommended that the physician familiarize him- 
self with a simple plan of routine treatment 
in the giving of which he may become profi- 
cient. It is further suggested that he turn a deaf 
ear to the high pressure salesman who appears 
every month or so with a new ‘‘cure-all’’ or a 
new addition to the therapeutic armamentarium. 
The innumerable offerings of the past have 
passed quietly into oblivion after enjoving a 
brief hour upon the stage, leaving behind them 
distrust, disappointment and uncured patients. 
If the future produces anything sufficiently 
sound to deserve a permanent place in the man- 
agement of gonorrhea, its announcement will 
come from those of the medical profession who 
are qualified to judge, after adequate experi- 
ence, of its value. The pronouncements of non- 
medieal, clinically ignorant manufacturers of 
drugs, backed by the alleged testimonials of 
physicians who are in no sense qualified by ex- 
perience to testify, should be given the little 
consideration which they are worth. Many 
of the high-pressured concoctions of the past 
and present have enjoyed large sales. They 
may have enriched their producers, but they 
have not contributed to the more successful 
management of a disease which has too long 
been the football of the quack and the drug- 
house. It is time that the management of gon- 
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orrhea became a medical problem. It is time 
that the medical profession began thinking a 
straight way through the maze of colored so- 
lutions, pills, and tradition instead of darting 
to the right or to the left at the appearance of 
every dazzling therapeutic signpost which 
shrieks hysterically ‘‘this is the way’’. The 
only way to the successful management of gon- 
orrhea known today has been outlined, in prin- 


ciple, here. There are no short cuts. Those 
byroads which appear to be sort cuts lead only 
to dead-ends or to the ravine called ‘‘compli- 
cation’’. 


The next paper by The Neisserian Medical 
Society will consider the treatment of gon- 
orrhea in the male, step by step, in detail, for 
the various stages of the infection. 


A REVIEW OF THE CARDIAC DEATHS IN 1,245 MEDICAL 
EXAMINERS’ CASES THAT HAVE COME TO AUTOPSY IN THE 
MASSACHUSETTS STATE HOSPITALS FOR 
MENTAL DISEASES* 


BY ANNA M. 


ITHIN the last twenty-one years out of 

1,245 Medical Examiners’ cases which have 
come to autopsy in the State Mental Hospitals of 
Massachusetts, 154 or approximately 12.4 per 
cent have shown cardiae lesions, single or ecom- 
bined in the main causes of death. These were 
classified from the cause of death on the certit- 
icate under headings indicating the structures 


involved. (See Table 1.) 
TABLE 1 
Pericardial § Acute 7 
deaths 8 | Chronic 1 
‘Chronic myocarditis 49 
Myocardial Acute dilatation of the heart 14 
deaths 71 {Fatty degeneration 8 
Cardiac rupture 7 
Acute myocarditis 
Endocardial Acute vegetative endocarditis 7 
deaths 38 ) Chronic 31 
Coronary Sclerosis 33 
disease 57 ) Occlusion 24 


In viewing this table please note that in many 
cases two cardiae conditions were given in the 
cause of death, as for instance—coronary sclero- 
sis and chronic myocarditis, and that these are 
here listed separately. 

Pericardial deaths are listed eight times, all 
except one of these being acute and with effu- 
sion. The pericardial condition was unsus- 
pected in life and would have been undiscov- 
ered without autopsy, illustrating as Osler says: 
‘‘There is probably no serious disease so fre- 
quently overlooked as pericarditis with effu- 
sion.”’ 

Myocardial deaths totaled seventy-one. Un- 
der this heading there are forty instances of 
chronic myocarditis. In the majority of these 
chronic cases fibrous replacement had presum- 
ably occurred secondary to coronary sclerosis ; 
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in two syphilis was present. Acute cardiac dila- 
tation was given as the cause of death in four- 
teen instances. In some this had occurred fol- 
lowing convulsive seizures; in other cases it oc- 
curred in association with endocarditis, influ- 
enza, heat prostration, postencephalitis, ete. 
Fatty degeneration was listed in the causes of 
death eight times. Death occurred quite sud- 
denly, and at autopsy the heart muscle is de- 
scribed as being very soft. It is possible that 
in many of these the softening of the muscle 
was due to postmortem change, as most of the 
autopsies were performed more than eight hours 
after death, and microscopical examination was 
not made to confirm the diagnosis. Chronic en- 
docarditis and coronary sclerosis were also pres- 
ent as associated pathology in some of these 
cases. Cardiac rupture occurred seven times. 
The left ventricular wall had broken through 
in all of these and in each case coronary sclero- 
sis was present. Associated trauma may have 
been a factor in one case in which two ribs were 
broken on the right side and a laceration of the 
liver was found, but here also the left ven- 
tricular wall was fibrous and thinned out in the 
region of the tear. The rupture frequently oe- 
curred at the edge of an aneurysmal dilatation 
in the ventricular wall, the aneurysm being sit- 
uated over an area in which fibrous replacement 
had occurred as the result of coronary artery 
occlusion. Acute myocarditis mentioned twice 
might perhaps be listed as suppurative myo- 
carditis. In both, there was abscess formation 
in the wall of the left ventricle; one which oe- 
curred secondary to a purulent pericarditis and 
the other in association with a vegetative endo- 
carditis. 

Endocardial deaths totaled thirty-eight. 
Acute vegetative endocarditis was given as the 
cause of death seven times. Chronie endocar- 
(itis was present in thirty-one. The mitral valve 
alone was affected in fifteen cases, aortic valve 
alone four times, and both valves together 
were diseased in eleven cases. One case of con- 


genital valvular disease, aortic, died suddenly. 
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Coronary disease was held responsible for 
fifty-seven deaths, of which twenty-four were 
found to have a definite occlusion in the major 
branches. The occluding agent was usually a 
thrombus, but occasionally a softened athero- 
matous plaque was described as obliterating the 
lumen. The left coronary artery was occluded 
in eighteen cases, and the right coronary artery 
in the remaining six. 

A brief analysis of the age at death in this 
group shows that only eight or less than 5.2 
per cent were under forty years of age. The 
average age for the total group was 62.6 years. 
The youngest was twenty years of age and the 
oldest eighty-eight years. For the group with 
coronary thrombosis the average age when death 
occurred was 65.3 years. The youngest death 
from coronary occlusion was forty-nine years 
and the oldest seventy-six years. With regard 
to sex, ninety-five males and fifty-nine females 
died suddenly from cardiac lesions. 

The most striking fact that comes to light 
in this review is the comparative infrequency of 
sudden death from acute coronary occlusion 
in mental patients. No explanation of this is 
vouchsafed though reference may be made to 
the paper by Donald Gregg, ‘‘The Lethal 
Power of the Emotions’’* presented before the 
American Psychiatrie Association, Washington, 
D. C., June 1935. He gives the incidence of 
coronary sclerosis and angina pectoris in the 
general population as 13.8 times greater than 
that of the State Hospital population. He also 
points out the predominance of endocarditis, 
myocarditis and general arteriosclerosis in men- 
tal patients and suggests that this may be due 
to the age factor and to the fact that cerebral 
arteriosclerosis brings many cases to the hos- 
pitals. 

In those cases dying suddenly with coronary 
occlusion the lumen of the artery was occluded 
within a few centimeters of its origin from the 
aorta. Coronary sclerosis without occlusion, 
while frequently listed as an incidental finding 
at autopsy, was given as a cause of death in 
only thirty-three cases. 

It appears impossible to make a valid cor- 
relation of the psychosis and the cardiac death, 
but regardless of this a table is presented giv- 
ing the number of sudden cardiac deaths for 

*Mental Hygiene 20:30 (Jan.) 1926. 


each psychosis. The average age at death is 
given also, but where the number of cases 
drops below fifteen the average is likely to be 


affected by the small number of cases. It 
PSYCHOSES IN 154 CARDIAC DEATHS 
Psychosis Num- Average 
ber Age 
at Death 
Dementia Praecox 48 60.5 years 
With Cerebral Arteriosclerosis 20 66.6 “ 
Senile Dementia 16 74.2 * 
Manic Depressive 15 592 “ 
Alcoholic 15 63.2 * 
Mental Deficiency 9 50.0 .“ * 
With Other Brain and Nervous 
Disease 504 #* 
With Somatic Disease 5 66.0 “ * 
Undiagnosed 5 649 “ * 
Epilepsy 4 635 “* 
Involution Melancholia 4 645 “% * 
General Paralysis of the Insane 3 496 “ * 
With Psychopathic Personality 2 47.0. “ * 
With Brain Tumor 1 67.0 “ * 
154 


*May be inaccurate because of the small number of cases 
used in making the average. 


might be mentioned in passing that seven cases 
out of forty-eight of dementia praecox died of 
coronary occlusion and that three cases out of 
four of involution melancholia died with the 
same condition. 


SUMMARY 


1. Within twenty-one years 1,245 Medical Ex- 
aminers’ cases have come to autopsy within 
ue Massachusetts State Hospitals for Men. 
tal Diseases. 

2. Cardiac lesions caused death in 154 or 12.4 
per cent of these. 

3. Coronary occlusion was a cause of death in 
only twenty-four cases. 

4. (a) The average age at death for the total 
group of cardiae deaths was 62.6 years. 
(b) The average age at death for those with 
coronary occlusion was 65.3 years. 

d. There were ninety-five males and fifty-nine 
females in this series. 

6. As for type of psychosis, dementia praecox 
headed the list, forty-eight in number. 


REPORT OF A PERFORATION OF THE UTERUS WITH 
PROTRUSION OF THE APPENDIX THROUGH THE HIATUS 


BY FREDERICK DJERF, M.D.* 


HIS is a résumé of a case of perforation of 
. the uterus with the vermiform appendix pro- 
truding through the hiatus. Examination of 
the literature discloses many cases of perfora- 


*Djerf, Frederick—Junior Visiting Surgeon, Burbank Hospital, 
Fitchburg. For record and address of author see ‘“‘This Week’s 
Issue,” page 544, 


tion of uterus, but none of this nature, so far 
as the writer has found. 


CasE No. 67855. Burbank Hospital, Fitchburg. 

A para-4 twenty-eight year old woman entered 
my Office in mid June, 1935, with a history of amen- 
orrhea of six weeks’ duration. Examination revealed 
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enlargement of the uterus, Hegar’s and Chadwick’s 
signs plus a long partially prolapsed cervix. This 
woman had been delivered normally in April, 1934, 
of an eight pound six ounce boy. Her physician had 
informed her that all signs indicated a pregnancy. 

On September 8, 1935, while I was not on duty 
she was admitted to the Burbank Hospital, because 
of vaginal bleeding of two weeks’ duration. She 
admitted that some mechanical manipulation had 
been performed on her and that she had passed 
placental tissue and a fetus. She had had frequent 
chills and sweating spells for the past two days. 

On entrance, examination revealed a fairly well- 
developed and well-nourished young woman lying 
propped up in bed, complaining of generalized weak- 
ness and cramps in the lower abdomen. 

Her face was drawn, anxious, and ashen. The 
mucous membranes of lips and conjunctivae indi- 
cated marked anemia. The skin was hot and moist, 
the tongue dry and coated, and the throat normal. 
Visible pulsations were apparent on the right side 
of the neck. The lungs were clear and resonant 
with no rales, the heart of normal size without ad- 
ventitious sounds and of good quality with a rate 
of 134 


The abdomen was level, with tenderness over the 
entire lower part, and markedly tender above the 
symphysis, but not rigid or spastic. There was a 
moderate serosanguineous vaginal discharge of a 
sweetish odor. No vaginal examination was per- 
formed. The temperature was 104°, respirations 24. 
Urine: clear, pale yellow, 1.002, no albumin, no su- 
gar, microscopic examination of sediment negative. 

Blood: Hgb. 30 Tallqvist, white blood count 
16,750 and red blood cells 1,930,000. 


The patient was given shock treatment and by 
the twenty-sixth of September, had improved with 
temperature normal for five days, pulse 80 to 90 
with the blood picture much better. There per- 
sisted, however, an increasing flow of blood from 
the vagina, so that an examination under ether was 
indicated in order to determine the advisability of 
a dilatation and curettage. 


Under gas-oxygen anesthesia, the patient was 
placed in lithotomy position and prepared locally 
for examination. Digitally, the cervix was found 
about one inch within the vaginal canal. The 
uterus was enlarged to that of a two months’ preg- 
nancy, soft and boggy. After insertion of a weight- 
ed speculum and, grasping the anterior lip of the 
cervix with volsellum forceps, an elongated round- 
ed piece of tissue, not unlike a cord, protruded 
through the os. This was gently drawn down and 
found to consist of the appendix and meso-appendix. 


The patient was hastily placed in Trendelenburg 
position and consultation arranged with Dr. A. P. 
Lowell of Fitchburg. On opening the abdominal 
cavity, he found old clots of blood in the pelvis, 
with the cecum resting on the surface of the uterus 
between cornua. On gentle retraction, the appendix 
was withdrawn from the uterine cavity, showing a 
perforation of the uterine body with ragged edges, 
and one half inch in diameter. Free bleeding from 
the edges of the wound was in progress. Due to 
the condition of the patient, hysterectomy was 
deemed unwise. The perforation was closed with 
purse-string and through and through chromic No. 2 
sutures. The appendix was removed in routine 
fashion, and two drains inserted into the pelvis. The 
abdominal wall was closed in layer sutures about 
a drain. . 

After a stormy convalescence the patient was 
discharged and one month after the operation was 
in good condition. 

Grossly the appendix measured 10.5 by 17 cm. 
The serosa was covered with a thin layer of fibrin. 
The tip was somewhat darkened, the lumen patent 
throughout, containing soft fecal material. The 
mucous membrane was intact. The condition of 
the appendix indicated recovery from a former ap- 
pendicitis with acute periappendicitis. 

Reconstruction of the situation led us to believe 
that some instrument had perforated the uterus 
when an abortion was performed, and the appendix 
had slipped through the opening and sufficiently 
plugged the orifice to prevent bleeding. This un- 
doubtedly saved the patient’s life. 


MOTHER’S DAY 
(Continued from page 526) 


5. Examination of the mother at six weeks, 
three months, six months and one year 
after the baby is born. 

6. Arrangements for continuous medical 
supervision of the baby. 

UPON WHOM DOES RESPONSIBILITY REST? 

First, upon the prospective parents themselves. 
One of the purposes of this special Mother’s Day 
effort is to tell expectant mothers what care they 
should have. The late Dr. Whitridge Williams of 
Johns Hopkins University said: ‘““‘When the women 
of America realize the value and need for maternity 
care they will demand it. Then and only then will 
they get it.” 

Secondly, upon the medical profession generally 
and each member of that profession who cares for 
pregnant mothers. This group as a whole is strug- 
gling virtually unaided in many communities. 

Thirdly, the social and health agencies, public 
and private. The duty of this group is to find 
mothers in early pregnancy and to direct them to 


places where adequate care is given. 
* * * * * 


Do not let another Mother’s Day pass without 
taking the first step in your community toward 
making maternity safe. 

The Maternity Center Association, 1 East 57th 
Street, New York City, upon request will gladly sup- 
ply suggestions for the conduct of special Mother’s 
Day educational efforts in local communities. 


REST FOR THE TUBERCULOUS LUNG 


Rest for the diseased areas of the lung—which 
means complete rest for the individual—is the basis 
of the modern cure for tuberculosis. The reason 
the fight against this disease has been such a long 
and hard one, is not that science is without enough 
knowledge, but it is difficult for people to be per- 
suaded to accept this knowledge. The disease is 
not a dramatic one. Quick saving of lives by an 
emergency operation, or the injection of a single 
dose of anti-toxin, appeals to the public more than 
the slow, patient battle against tuberculosis. Pa- 
tience as a human quality does not make a big hit 
at the movies.—Bulletin, N. Y. State Medical So- 
ciety. 
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CASE RECORDS bile. The blood showed a red eell count of 

of the 5,800,000, with a hemoglobin of 90 per cent. The 

white cell count was 18,000, 82 per cent poly- 

ne eae ENERAL morphonuclears. The stools were watery, light 


ANTE MORTEM AND POST MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


FounpEp sy RicHarp C. Casot, M.D. 


Tracy B. Mauuory, M.D., Editor 


CASE 22111 
PRESENTATION OF CASE 


A sixty year old white Canadian janitor en- 
tered complaining of abdominal pain. 

He had been perfectly well until six weeks 
prior to entry. At that time he began to lose 
his appetite. and three weeks later he noted a 
dull aching intermittent epigastric pain which 
seemed worse in the late afternoon and had no 
relation to meals. It spread to the right upper 
abdomen and flank, and gradually lessened in 
intensity. Four weeks after the onset he vom- 
ited some greenish material. Emesis occurred 
three or four times thereafter. During the 
week preceding admission he was nauseated con- 
tinually and became progressively weaker. For 
an indefinite period his bowel movements, which 
had previously been quite regular, became cos- 
tive. The stools were normal’ in appearance. 
He believed that he had lost considerable weight 
since the onset of his illness. No other symp- 
toms were elicited. 

He had been in the hospital two and a half 
years before this present admission because of 
cellulitis and gangrene of the penis following 
sexual exposure. Incision and drainage and 
finally amputation of the glans were done. Hin- 
ton and Wassermann tests were negative. 


Physical examination showed a drowsy, mod- 
erately jaundiced man in no acute distress. (The 
patient had not known that he was jaundiced. ) 
His lips were bluish in color and cracked. His 
pupils were slightly irregular but reacted 
promptly to light. Examination of the fundi 
exhibited narrowing of the arterioles with nick- 
ing of the veins. The lungs were negative ex- 
cept for some dullness at the right base posteri- 
orly. The heart was enlarged to the left but 
was otherwise negative. The blood pressure 
was 125/85. The liver edge extended three 
fingerbreadths beneath the costal margin and 
was stony hard in consistency. One examiner 
noted questionable palpation of the gallbladder. 
The prostate was said to be small and nodular. 

The temperature was 99.5°, the pulse 90. The 
respirations were 20. 

Examination of the urine showed a specific 
gravity of 1.030 and was otherwise negative. 
Later specimens showed increasing amounts of 


brown in color, but were otherwise negative. 
There were negative reactions to guaiac tests 
upon several specimens. The serum protein was 
5.2 grams per cent. A van den Bergh showed 
9.37 milligrams per cent of bilirubin, direct 
reaction. The blood cholesterol was 312 milli- 
grams per cent. The sedimentation rate was 
1.04 millimeters per minute. 

A barium enema was negative. <A gastroin- 
testinal series showed no evidence of organie dis- 
ease. Films of the vertebrae showed marked hy- 
pertrophie changes of the lower dorsal spine but 
no evidence of metastatic malignancy. 

The patient became progressively weaker and 
the van den Bergh rose to 16.5 milligrams per 
cent. Thereafter the patient continued to go 
downhill and died on the eleventh hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. CHESTER M. Jones: The very shortness 
of the story is quite important it seems to me. 

A person who comes in with upper abdominal 
pain of six weeks’ duration at the age of sixty 
immediately makes one think of malignancy, 
and very frequently malignancy of the stom- 
ach; but it is quite unusual not to have some 
relation between the intake of food and oe- 
currence of pain. If this patient has disease in 
the stomach I shall be surprised because of that 
one fact. I have no idea why the pain became 
less severe. One certainly has to include in the 
differential diagnosis disease of the organs in 
the right upper quadrant. 

Things are happening rather rapidly here 
and it would seem to me that the vomiting, par- 
ticularly of green material, must indicate that 
the bile passage was open or nearly open, and 
in the sceond place, if the vomiting is on an 
obstructive basis, the obstruction must be below 
the common bile duct. It does not sound like 
the vomiting of cancer of the stomach. I would 
rather think of some disturbance around the 
duodenum causing right upper abdominal pain 
and also enough irritation to cause vomiting. 

‘Kor an indefinite period his bowel move- 
ments, which had previously been quite regular, 
became costive.’’ If that indefinite period means 
months, it is of some importance because it 
means there was trouble in the gastrointestinal 
tract for a long time. Change in bowel habits 
very frequently is the first symptom in cancer 
of the gastrointestinal tract and may precede 
any other symptoms by months. 

From the story alone I think the important 
points to summarize are the following: that the 
history is short in duration, that it is associated 
with discomfort and dull pain rather than sharp 
colicky pain, that the pain apparently has no re- 
lation to meals and shifts to the right side; and 
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that there is a story of vomiting, the vomitus 
containing bile but no blood. That certainly 
would make me feel that there is something 
wrong in the region of the duodenum. It may 
be the pancreas. It may be the duodenum itself. 
It may be the gallbladder. It may be the liver: 
If there is disease of the pancreas it is rather 
curious that that pain was not in the back 
rather than the front. It seems to me that most 
patients with pancreatic cancer if they have 
pain at all tend to have it in the back. The 
rapidity with which it has progressed in this 
case is still in favor of malignancy. 

It seems that the past history has no relation 
at all to the present admission. It probably 
represents infection of the penis and one not 
specific in nature. 

Jaundice was so slight that the patient did not 
notice it. The fact that he was drowsy might, 
however, indicate that he was cholemic, what- 
ever that means. It may mean only that he was 
dehydrated and pretty sick. The lips were 
cracked either from fever or dehydration. He 
has reason for dehydration with a_ certain 
amount of vomiting and lack of food intake. 

‘‘The lungs were negative except for some 
dullness at the right base posteriorly.’’ That 
may mean one of three things: fluid in the 
pleural cavity due to something underneath it; 
it may mean a large liver, raising the diaphragm 
and causing fluid at the base; or it may mean 
subdiaphragmatic abscess of some sort. 

The enlargement of the heart is not surpris- 
ing in view of the fact that he is sixty. He 
has a certain amount of arteriosclerotic heart 
disease, but it probably does not enter the 
picture as a cause of symptoms at all. 

There is no mention of the upper border of 
the liver, and I think that is something we al- 
most always forget to put into our records, 
but I am assuming, because of signs in the 
back, that it was up, and that there was en- 
largement of the liver to explain the dullness 
at the right base. The fact that it was stony 
hard is extremely important. It is hard to pal- 
pate a liver and describe it with any real de- 
eree of accuracy. The liver edge is not described 
as soft and I think that is of very real impor- 
tance. No nodules are described and I think 
the examiner left them out purposely. It is 
a very difficult thing to be sure of nodules and 
the examiner is usually wrong when he says 
they exist. They are occasionally felt and de- 
scribed but usually are subcutaneous rather than 
hepatic nodules. 

If the gallbladder was felt, that is an im- 
portant physical fact. It is difficult particularly 
for the average man on the medical ward to be 
sure he is feeling the gallbladder. We are 
not accustomed as the surgeons are to feeling 
the gallbladder, but if it were gallbladder it 
brings out the question of what is causing such 


an enlargement. It can be enlarged very rare- 
ly from association with gallstones but that is 
very unusual and it usually is taken to mean, 
and quite correctly, that there is a blocking of 
the flow of bile and that the gallbladder is fair- 
ly normal; the blockage is usually due to can- 
cer of the head of the pancreas. I was inter- 
ested in looking up Courvoisier’s law to learn 
that Cecil does not include it at all in his in- 
dex. Osler does and it is worded in various 
ways elsewhere. Probably it should be stated 
that in the absence of pain, and in the pres- 
ence of jaundice and a palpable gallbladder the 
cause is probably malignancy. 

If the prostate was nodular it seems to me 
that is an important point although I am not 
sure it explains the rest of the picture. A nodu- 
lar prostate should raise the question of can- 
cer. There is no mention as to whether it was 
hard, but usually a nodular prostate is hard. 

Dr. BenJAMIN CAsTLEMAN: A_ urological 
consultant did not think it was cancer. 

Dr. Jones: The urine examination fits in 
with the picture of dehydration perfectly well. 
It also shows that the jaundice was increased 
and whatever was the cause of the jaundice it 
was progressing. The high specific gravity was 
proof of dehydration. 

The fact that the stools were described as 
brown should be taken as a proof that there 
was no complete biliary tract obstruction. @ If 
that is true it means that the jaundice was an 
intrahepatic jaundice. One can have a very 
marked degree of jaundice, such as in acute 
yellow atrophy, and still have brown stools, 
whereas complete obstruction with deep jaun- 
dice we associate with clay-colored stools. If 
the stools were brown it is definitely against 
jaundice being due to obstruction of the com- 
mon bile duct and suggests that there is in- 
volvement of the liver itself. 

The stool examination is of some importance 
it seems to me as a negative finding. It does not 
rule out cancer of the gastrointestinal tract. 
but it is certainly against it. A cancer which 
has caused enough involvement to make the pa- 
tient as sick as he is by this time should be 
ulcerated and should be bleeding if it is primary 
in the gastrointestinal tract. 

I do not think the direct van den Bergh re- 
action is of any diagnostic significance. The 
blood cholesterol is high. It can be demon- 
strated in any degree of liver disturbance, but 
is not diagnostic in itself. 

The sedimentation rate is about three times 
the normal. It is not diagnostic in any sense, 
coming with infection or with parenchymatous 
changes in one organ or another. It simply in- 
dicates how much cellular disturbance there is. 
It is important because, if surgery is to be con- 
sidered, here is a patient who represents a real 
risk from spontaneous bleeding. 
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The story so far is one of involvement of the 
liver in a patient with a very short story and 
with jaundice. If the gallbladder is palpable 
it suggests cancer of the head of the pancreas 
more than anything else. But if there is cancer 
of the pancreas it is not causing complete ob- 
struction because the stools have bile in them. 
Therefore, some of the jaundice must be ex- 
plained on involvement of the liver itself, and 
very marked involvement, because metastatic 
disease in the liver rarely produces evidence of 
liver disease until it is diffusely spread through 
the entire organ. 

A barium enema was negative and a gastro- 
intestinal series was negative. So far as could 
be determined there was no evidence of malig- 
nant disease in the gastrointestinal tract, one 
of the commonest sources for metastatic cancer 
of the liver. 

I think the striking feature in this case is the 
rapidity with which conditions progressed. Here 
is a story of practically two months in a patient 
who was up, was perfectly well two months be- 
fore, and at the end of two months died of a 
disease which produced jaundice, emaciation, 
dehydration, and marked involvement of the 
liver without much pain; I believe he has can- 
eer without much question, and the most im- 
portant reason for saying so is the shortness of 
the story and the degree of sickness he pre- 
sents. The question is where is it primary, 
and on statistics alone it would seem to me that 
cancer of the pancreas would be the most logi- 
cal place to mention as a primary source. On 
the other hand we would expect, with cancer of 
the pancreas, jaundice, and a palpable gall- 
bladder, not to find bile in the stools. It is true 
you may have cancer with jaundice and have a 
remission so that the jaundice disappears and 
reappears some weeks or months later but that 
is unusual. I do not believe he has malignant 
disease of the gastrointestinal tract with second- 
ary involvement of the liver. It is possibly in 
the bile ducts or gallbladder with metastases to 
the liver. My own impression is that almost 
always if there is cancer of the gallbladder there 
is apt to be a preceding story of gallstones. This 
man had no story suggesting gallbladder disease 
prior to entry to the hospital. I do not know 
how sound an impression that is to base a diag- 
nosis on but for that reason I am going to say 
it is more likely to be of the bile ducts than of 
the gallbladder, and as a possible second bet, 
cancer of the pancreas. The liver must be very 
much involved. Of course it is damaged still 
further by the fact that he is dehydrated, under- 
nourished, the glycogen all gone presumably, 
out if the jaundice is intrahepatic to a large de- 
gree, it seems there must be striking involve- 
ment of the liver with fine metastases and that 
would be very obvious at autopsy. I think he 
died of liver insufficiency. I was quite inter- 
ested in Jooking up one or two eases of so-called 


acute yellow atrophy to find one where there 
had been stone in the common duct with com- 
plete obstruction and death from prolonged 
jaundice with typical histologie findings of cen- 
tral necrosis in the liver. In other words, ob- 
struction as such may produce the clinical pie- 
ture of acute yellow atrophy, so I should think 
it is much better called acute hepatic insuffi- 
ciency. He has metastatic cancer in the liver, 
possibly it is primary in the common bile duct 
or gallbladder, and we must consider pressure 
on the duodenum possibly with ulcer in the ducts 
to produce this leucocytosis and the number of 
polymorphonuclears in the smear. 

Dr. GrorcGE W. Houmes: The chest film con- 
firms Dr. Jones’s interpretation of the physical 
findings. There is a very high diaphragm and 
no evidence of fluid in the chest. The large 
amount of gas below the diaphragm may ac- 
count for its position. I think the liver is defi- 
nitely enlarged. The aorta is prominent. The 
heart shadow is not particularly large. It 
may be hidden in part by the high diaphragm 
and may be larger than it appears. The film 
taken of the urinary tract was blurred by mo- 
tion. The edge of the liver is visible. It does 
not seem to be particularly low. The colon ap- 
pears to be normal. The transverse portion is 
a little low for that type of man and there is a 
good deal of dullness above the colon. 

Dr. JONES: Is there some pressure on the 
right side? 

Dr. Hotmes: Yes, it looks as if there might 
be. 

The stomach is displaced away from the liver 
to the left as though there was something press- 
ing against it. Some of the films show the duo- 
denal loop fairly well and that does not seem to 
be enlarged. A few cases of cancer of the pan- 
creas show a wide loop. There is some evidence 
against the pancreatic tumor. 

Dr. ArtHuUR W. ALLEN: I saw this man in 
consultation in the medical ward and felt that 
the chance of being able to do anything for him 
surgically was extremely slight. He looked as 
if he could not live very long in spite of any- 
thing that could be done and it has been our 
experience that when we explore inoperable 
malignancy we have a very high mortality from 
the exploration. A considerable number of these 
patients will succumb to the disease following 
exploration before they can go home, and it sug- 
gested to me the possibility of utilizing a new 
diagnostic procedure; that is, new to this hos- 
pital, which Dr. Benedict was capable of per- 
forming and I suggested that he see the case 
with that in view. He did a peritonecscopy with 
very satisfactory results. 

Dr. Epwarp B. BENEpIcT: It was due to Dr. 
Allen’s trip to the west coast and his interest 
in the case that we did this peritoneoscopy. Dr. 
Ruddock of Los Angeles has done four hun- 
dred peritoneoscopies in the past few years with 
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very favorable results. A half inch incision is 
made, a very small trocar inserted and air blown 
into the peritoneal cavity. Then a larger trocar 
is used and a puncture made, after which the 
bistoury is removed and the observation tele- 
scope inserted. This is an instrument very much 
like the cystoscope except it has direct instead 
of right angle vision. It is equipped for biop- 
sies. A special attachment can be introduced 
and a small biopsy taken. There is another 
part for withdrawing fluid. This cage-like af- 
fair is to keep the omentum away from the in- 
strument and prevent its getting caught. A 
rubber tube with a light on the end can be in- 
troduced so that you can see the stomach and 
inflate it at the same time. In this patient I 
obtained a very good view of the liver in which 
I saw definite nodules throughout, having the 
characteristic appearance of carcinoma, prob- 
ably metastatic. 


CLINICAL DIAGNOSIS 
Carcinoma involving the liver and bile ducts. 
Dr. CHESTER M. JONES’s DIAGNOSES 


Carcinoma of the bile ducts with metastases 
to the liver. 
Acute liver insufficiency. 


ANATOMIC DIAGNOSES 


Carcinoma of the left upper bronchus with 
metastases to the liver and to the medi- 
astinal, mesenteric and retroperitoneal 
lymph nodes. 

Pleuritis, chronic fibrous, left. 

Pulmonary congestion. 

Bronchopneumonia, right lower lobe. 

Peritonitis, acute fibrinous, localized. 

Nephritis, chronic vascular. 

Operative scar; Partial amputation of the 
penis with hypospadias. 

Operative wound, peritoneoscopy. 

Icterus. 


PaTHOLOGIC DIscUSSION 


Dr. Tracy B. Matuory: The diagnostic 
problem in this case was a perfectly impossible 
one beyond the point of prophesying metastatic 
cancer in the liver. The only man who could 
possibly have made the diagnosis of the primary 
lesion was Dr. Holmes and he has failed us. 

We found a primary cancer of the bronchus 
to the left upper lobe of the lung, with approxi- 
mately five kilograms of metastases to the liver. 
It is a very great exception, as Dr. Jones pointed 
out, that metastases to the liver produce jaun- 
dice. There were a couple of lymph nodes noted 
in close contact with the bile ducts which might 
have pressed on them but we have no particular 
reason to suppose that this was the case. The 
metastases were so extensive that he had vir- 


tually no liver tissue left so that I feel the jaun- 
dice was due to hepatic insufficiency. How- 
ever, the other general rule as regards metas- 
tatie disease of the liver held. He had no evi- 
dence of portal obstruction and his spleen 
weighed only 120 grams, not the slightest de- 
gree of enlargement. 

Dr. Houmes: May I say a word in retrospect ? 

I explained the high position of the diaphragm 
as being due to gas below it. It was probably 
due to the inability of the lung to expand. I 
should have considered that. Then this area 
which probably represents infiltration around 
the cancer, I thought was due to high diaphragm 
and partial collapse of the lung. It is perfectly 
easy to interpret it either way. 


CASE 22112 
PRESENTATION OF CASE 


A fifty-six year old colored housewife was 
admitted complaining of painful micturition and 
urinary frequency. 

For fifteen years before entry the patient 
had nocturia of two to four times and diurnal 
frequency of every two to three hours. Two 
months prior to admission she began to have 
aching pain across the small of the back, slight- 
ly more on the left side and radiating into the 
left groin. At the same time there was some 
increase in her urinary frequency -and occa- 
sional occurrence of pain with the passage of 
urine. During the succeeding weeks she com- 
plained vaguely of having sensations of heavi- 
ness of the head and recurrent hammering in 
the ears. She had spells during which she felt 
quite cold with occasional rigor and other times 
when she felt unbearably warm. Three weeks 
before entry she had a sudden dizzy spell and 
fell. Since that time she felt rather weak and 
short of breath but had only been confined to 
bed for six days prior to entry. Her appetite 
remained excellent. During the week preced- 
ing her admission she rapidly developed com- 
plete deafness and the hammering previously 
described disappeared abruptly. For five days 
she appeared to drag her left leg and two days 
before entering the hospital she began to raise 
some thick sputum. Her temperature at that 
time was 101°. 

She had been married fifteen years and had 
no pregnancies. During a previous marriage 
she had one child who died shortly after birth. 
The menopause occurred two years before en- 
try. An abdominal operation had been done 
at the age of twenty. Three or four years be- 
fore entry she had received injections into her 
buttock as treatment for a ‘‘blood disease’’. 
She had had frequent colds and sore throats up 
to one year before admission. 

Physical examination showed an acutely ill, 
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dyspneie colored woman lying flat in bed. The 
skin was hot and dry and the mucous mem- 
branes were pallid. The left ear dram was 
scarred, the right negative. The heart was 
slightly enlarged to the left. The sounds had 
a rough harsh quality and the rhythm was reg- 
ular. No murmurs were audible. Ps. was accen- 
tuated. The blood pressure was 180/110. Dull- 
ness was elicited over both lung bases posterior- 
ly and the breath sounds in this region were 
diminished in intensity. Over the remainder 
of the chest, except at the apices posteriorly, 
many constant, coarse and fine moist rales were 
heard. The liver edge was three fingerbreadths 
beneath the costal margin. The abdomen was 
greatly distended but no evidence of fluid was 
found. Ankle jerks were not obtained. Knee 
jerks were present and symmetrical. No plantar 
reflex was obtained on the left side; the right 
showed hallux deviation downward. 

The temperature was 103°, the pulse 130. The 
respirations were 60. 

Examination of the urine showed a specific 
gravity of 1.012 and a trace of albumin. The 
sediment contained many white blood cells but 
was otherwise negative. The blood showed a 
red cell count of 4,900,000, with a hemoglobin 
of 70 per cent. The white cell count was 6,600, 
78 per cent polymorphonuclears, 15 per cent 
lymphocytes, and 7 monocytes. Several stool 
examinations were negative. A lumbar puncture 
showed an initial pressure of 150 millimeters. 
No cells were found. The alcohol and ammonium 
sulphate tests were negative. The nonprotein 
nitrogen of the blood was 35 milligrams per 
cent. The plasma protein was 5.4 grams per 
cent. The chlorides were equivalent to 93 cubie 
centimeters N/10 sodium ehloride. 

An x-ray showed fine mottling of both lung 
fields with an area of homogeneous dullness in 
the left lower lung field. There were multiple 
areas of calcification in the left hilus and 
tracheobronchial angle. The heart was not re- 
markable. 

The patient ran a rapid downhill course with 
her temperature fluctuating between 102° and 
106°. She soon went into coma and died on 
the fourth hospital day. 


DIFFERENTIAL DIAGNOSIS 


— Dr. Joun W. Cass: The history is that of a 
fiftv-six year old colored housewife with the 
chief complaint of painful micturition and urin- 
ary frequency of many years’ duration. 

The past history consists chiefly of the facts 
that she had been married fifteen years with 
no pregnancies, that she had a child by her 
previous marriage that died shortly after birth 
and that three or four years prior to ad- 
mission she had received injections for a blood 
disease. She had also been subject to chronie 
colds and sore throats up to one year prior 


to admission. There is no mention of hemop- 
tysis or of contact with tuberculosis. The history 
of injections for blood disease definitely sug- 
gests syphilis. 

The chief complaint in the present illness is 
evidently of about fifteen years’ duration. con- 
sisting chiefly of nocturia and frequency. These 
symptoms are unchanged until two months be- 
fore entering the hospital at which time she be- 
gan to complain of aching and pain across the 
small of her back which was more marked on the 
left side with radiation into the left groin. With 
these symptoms there was an increase in fre- 
queney and occasional pain on voiding. These 
statements suggest that there was a progres- 
sion in her genitourinary pathology and that 
there was possibly localization of the process 
in the left kidney with a suggestion of obstrue- 
tion to the left ureter. 

Shortly before admission she complained of 
heaviness of the head and recurrent hammer- 
ing of the ears. Such symptoms are usually on 
a hypertensive basis but might be due to an 
intracranial aneurysm or a brain tumor. Next 
in sequence were episodes of chilliness, rigor and 
warmth, these probably denoting a general re- 
action to infection which in this instance seems 
to be in the genitourinary tract and most likely 
localized to the left kidney. Finally, three weeks 
prior to entry, she had a sudden dizzy spell and 
fell. There is no history of resulting paralysis 
but the episode certainly suggests a vascular 
accident. Weakness followed this accident, with 
shortness of breath, and she was confined to bed 
for six days before coming to the hospital. It 
is stated that her appetite remained excellent 
and that during this period she had developed 
complete deafness with disappearance of the 
hammering sensation. This sudden complete 
deafness with clearing of the hammering is 
confusing and all one can say is that there 
must have been a central lesion causing this deaf- 
ness and that the situation was in some way re- 
lated to the suggestive vascular accident. It is 
also stated that she appeared to drag her left 
leg. This is further evidence in favor of an 
intracranial hemorrhage. 


Just prior to entering the hospital she began 
to raise thick sputum and the temperature rose 
to 101. There is no history of the amount or 
type of sputum raised and we would like to 
know if it was foul or contained blood. The 
history as given does not necessarily suggest a 
terminal pneumonia and we may be deal- 
ing with a long-standing pulmonary process 
such as bronchiectasis or tuberculosis. 

On physical examination the essential points 
consist of the following: The patient was acute- 
ly ill. She was dyspneic, although lying flat in 
bed which suggests that the dyspnea was on a 
pulmonary rather than a circulatory basis. The 
left ear drum was scarred, the right negative. 
These findings are of no help in trying to ex- 
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plain the sudden bilateral deafness. The heart 
was slightly enlarged to the left, the sounds 
were of harsh quality, the rhythm was regular 
and there were no murmurs. P. was accentu- 
ated. The blood pressure was 180/110. I would 

expect that, if this hypertension had been of 
- long duration, we should have a larger heart. 
The accentuated pulmonie second sound indi- 
cates that the intrapulmonary pressure was 
proportionately greater than that of the general 
circulation. There is nothing to suggest heart 
failure in this examination. The chest exam- 
ination reveals an extensive process with dull- 
ness at both bases and many fine moist rales 
throughout the remainder of the chest. This de- 
scription could fit a diffuse bronchial pneumonia, 
diffuse capillary bronchiectasis or tuberculosis 
alone or combined with a terminal bronchial 
pneumonia. The liver edge was three fingers 
below the costal margin. This suggests en- 
largement of the liver but we cannot be sure 
of this because there is no mention of the posi- 
tion of the upper border of the organ. The ab- 
domen was distended. There was no evidence of 
fluid. The ankle jerks were not obtained. The 
knee jerks were present with no plantar re- 
sponse on the left but a positive Babinski reflex 
on the right. I cannot put these findings to- 
gether and they are ones that are often noted 
on routine examinations in a person in a stupor 
and may not in this situation be of great im- 
portance although as given they suggest an in- 
tracranial lesion. There is no mention of edema 
or clubbing of the extremities. The absence of 
edema helps again to rule out congestive failure 
or chronic kidney disease with renal failure. 
The absence of clubbing is a help in ruling out 
chronic nonpulmonary disease as clubbing is 
more common in diffuse nontuberculous infec- 
tions of the lung than it is in pulmonary tu- 
berculosis, although of course clubbing does 
occur in pulmonary tuberculosis. 

In the laboratory findings we note that the 
urine has a specific gravity of 1.012, with a 
trace of albumin and many white blood cells in 
the sediment. A specific gravity of 1.012 is 
low, particularly as it is suggested that the pa- 
tient was dehydrated. There is no mention of 
casts in the urine and I should feel that this 
urine examination was more in favor of infec- 
tion than chronic nephritis. The red cell count 
was 4,900,900 with a hemoglobin of 70 per cent. 
These findings again are against a chronic 
nephritis. The white cell count is 6,600 with 
78 per cent polymorphonuclears. This is a 
rather low white count for an ordinary broncho- 
pneumonia but it is consistent with tuberculosis 
or an atypical pneumonia such as might merely 
be a terminal event in a chronic nontuberculous 
pulmonary infection. The stools were negative. 
The spinal fluid findings as given are normal. 
There is no mention of a Wassermann reaction. 
The nonprotein nitrogen of the blood is nor- 


mal and it seems that we ean definitely rule out 
a chronic nephritis as a cause of the hyperten- 
sion and genitourinary complaints. The plasma 
protein of 5.4 is within normal limits. The 
chlorides are a bit low but are compatible with 
a febrile disease. There is no mention of a 
blood Hinton examination or of examination of 
the sputum. 

The x-rays of the chest show fine mottling in 
both lung fields with dullness in the left lower 
lung field and multiple areas of calcification at 
the left hilus. The heart is not enlarged. The 
x-ray finding of a heart of normal size bears 
out the physical examination and the assump- 
tion that we are not dealing with a long-stand- 
ing hypertension and congestive failure. The 
pathology described in the lungs is consistent 
with miliary tuberculosis for we know that the 
calcification at the hilus denotes at least an ac- 
tive infection in the past. The x-ray deserip- 
tion can also denote a diffuse capillary bronehi- 
ectasis or a pneumoconiosis. 


It is stated that the patient died in coma on 
the fourth day after hospital admission and 
that she ran a fluctuant temperature between 
102 and 106°. The findings suggest that the 
patient had had a long-standing genitourinary 
infection and that she had had syphilis and tu- 
berculosis. The hypertension could not have 
been of many years standing and I am inclined 
to feel that it did not contribute to her terminal 
disease. The terminal event was an acute infee- 
tion which probably included both the lungs 
and the genitourinary tract. It would be neces- 
sary to have an examination of the sputum for 
definite diagnosis. The suggestive vascular 
cident I am inelined to put on a syphilitie rather 
than a hypertensive basis, and she may have an 
intracranial aneurysm. 


CLINICAL DIAGNOSES 


Hypertensive and arteriosclerotic heart dis- 
ease. 

Bronchopneumonia. 

Pyelonephritis. 

Cerebral thrombosis. 


Dr. JoHN W. Cass’s DIAGNOSES 


Miliary tuberculosis. 

Tuberculosis of the genitourinary tract. 

Syphilis. 

Hypertension without marked cardiorenal in- 
fection. 


ANATOMIC DIAGNOSES 


Miliary tuberculosis involving the lungs, peri- 
cardium, spleen, kidneys, bladder and 
meninges. 

Pott’s disease, fifth lumbar vertebra, with 
right psoas abscess. 

Pleuritis, chronic fibrous, right. 
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Uleers of the cecum. 

Tuberculous adenitis, bronellad, healed ? 
Arteriosclerosis, slight, aortic. 

Fatty degeneration “of the liver. 
Cholesterosis of the gallbladder. 
Peritonitis, chronic fibrous, focal. 
Nephritis, chronic vascular. 

Cystitis, acute. 

Leiomyomata uteri. 

Salpingo-oophoritis, chronic, left. 
Operative scar: Right salpingo-oophorectomy. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Mauuory: The autopsy on this 
patient showed a widespread miliary tubercu- 
losis involving nearly every organ of the body. 
In such eases it is always interesting to attempt 
to trace the progress of the infection. Evi- 
dences of old tuberculosis were found in the form 
of small calcified areas in the bronchial glands 
and also of a puckered and slightly fibrous apex 
of the right lung. There was no sign of activ- 
ity, however, in either of these lesions and it 
seemed improbable that an acute miliary tu- 
berculosis could have arisen from them. The 
clinical history suggested strongly a chronic 
cystitis and less definitely a renal lesion. A 
chronic cystitis was demonstrated but there was 


very little evidence to suggest that this was 
tuberculous, and although the kidneys were 
fairly extensively involved in the acute miliary 
process no suggestion of a chronic renal lesion 
could be demonstrated. It was not until the 
usual routine incision into the psoas muscles, 
without which no autopsy should be considered 
complete, that a lead developed. The right 
psoas and iliacus muscles showed a central 
fistulous tract containing thick greenish pus 
which could be traced backward to the anterior 
surface of the fifth lumbar vertebra. The an- 
terior surface of the body of this vertebra was 
irregular and showed several small areas of 
softening. I think it is probable that this was 
the focus from which the miliary process de- 
veloped. The only other possible focus was in 
the cecum, where a few small ulcers were formed. 
These, however, appeared to be acute terminal 
lesions only. 

Examination of the brain showed a few small 
but definite tubercles in the pia arachnoid. 
There was no evidence of a vascular accident, 
and the shifting character of the symptoms 
referable to the cranial nerves is a not uncom- 
mon finding in tuberculous meningitis. It must 
be admitted, however, that that diagnosis could 
not reasonably have been made on the basis 
of the spinal fluid findings. 
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SURGICAL OPERATION FOR HIGH 
BLOOD PRESSURE 


ALL recent therapeutic triumphs both in medi- 
cine and in surgery have been, with rare ex- 
ceptions, made possible through painstaking ex- 
perimental and clinical studies on the nature of 
the diseases in question. Thus physiological and 
morphological studies of the autonomic nervous 
system and of the peripheral vascular system 
have opened up new possibilities in the thera- 
peutic approach to diseases of these systems. 

In recent years vigorous attempts have been 
made to influence arterial hypertension through 
surgical measures. The following premises have 
been, or may be, proposed in favor of the sur- 
gical treatment of hypertension: (1) There 
is an inereased secretion of adrenalin in hyper- 
tension. (2) Hypertension develops as a result 
of a primary pathology in the kidney and is 
precipitated through afferent nervous impulses 
from this organ. (3) In hypertensive patients 
there is a hyperactivity and an increased tonus 
of the vasomotor centers, with resulting increased 


motor nerve impulses and exaggerated pressor 
responses. (4) Even if the vasomotor tonus 
is not increased, surgical reduction of the nor- 
mal tonus is desirable in view of the fact that 
in hypertension the vascular system is hyper- 
sensitive to normal nervous and chemical stim- 
uli. (5) The elevated arteriolar pressure repre- 
sents an effect of wear and tear; hence redue- 
tion of pressure is beneficial per se. 


It should be pointed out, however, that: (1) 
Except in rare eases there is no evidence that 
increased secretion of adrenalin plays an etiologi- 
cal role. (2) Similarly, evidence is lacking 
in support of the renal origin of ‘‘primary”’ 
(essential) hypertension, and surgical renal de- 
nervation actually fails to influence hyperten- 
sion. (3) Some recent evidence suggests that 
the vasomotor tonus is not increased in hyper- 
tension. (4) If the normal vasomotor tonus 
could be diminished diffusely without affecting 
the emergency bodily functions essential for 
homeostasis, this would be quite beneficial. The 
decrease of vasomotor impulses within one re- 
gion of the body, on the other hand, may well 
have a deleterious effect on the function of vital 
organs in which the constricted state of the 
arterioles persists unaltered, and in_ which, 
as a result of decreased blood pressure, a sub- 
optimal circulation has developed. (5) It is 
also pertinent to recall that in animals even after 
complete exclusion of sympathetic control of 
the blood vessels the blood pressure is about 
normal. 


Thus the ‘‘theoretical’’ indications for sur- 
gical interference are not so simple or so obvi- 
ous as is believed by some. In spite of this, 
section of the splanchnie nerves, direct denerva- 
ation of the suprarenal glands, suprarenalec- 
tomy, denervation of the kidney and spinal nerve 
root resection, either alone or in various com- 
binations, have been practiced and advocated 
by some as beneficial in arterial hypertension. 
It should be recalled that when these procedures 
were first introduced it was stated by the propo- 
nents that surgery might be justifiably applied 
in malignant hypertension, in view of the fact 
that the condition is inevitably fatal. In the 
very clinic where surgery was proposed, subse- 
quent experience has shown that surgery does 
not alter the course of malignant hypertension. 
Nevertheless, later surgery was applied in 
benign hypertension, a condition often com- 
patible with longevity and characterized by 
marked, unexpected and irregular fluctuations. 
Soon thereafter several favorable reports claimed 
that benefit had been derived by the patients 
operated on. Can one judge the effects of these 
operations from relatively few cases, observed 
for only a relatively short period? Moreover, 
does the alleged symptomatic improvement jus- 
tify such drastic surgical interference? 
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In the case of arterial hypertension, thera- 
peutic proof is at best difficult. The value of 
these surgical procedures certainly cannot be 
considered established as yet. One wonders 
whether more experimental work and less **sur- 
gical trial’’ will not ultimately result in more 
definite therapeutic progress in this important 
condition. 


AN ELECTRIC STARTER FOR 
THE HEART 


NeEwspPAPErS have recently dealt with accounts 
of a needle designed to carry electric stimuli 
to hearts that have stopped beating! They tell 
us it is to be inserted ‘‘in the exact spot of 
the natural pacemaker’’ and that it will deliver 
artificial stimuli at the proper rate and voltage 
to maintain cardiac function until the heart can 
again take up its work. A Dr. Hyman was re- 
ported as having used it in seven cases, with 
results’’ in two. 

The preciousness of human life in times of 
peace makes such announcements as this of great 
interest to all. A heart that has stopped beat- 
ing must carry with it an overwhelming asso- 
ciation with death. To start such a heart again, 
even in only two cases out of seven, is dramatic 
medicine. We must hopefully wait for further 
experience and confirmation before we can com- 
pare this electric starter with such procedures 
as the intraventricular injection of epinephrin. 
Even the bottle of smelling-salts has been known 
to do the same thing—if one is to believe his 
five senses. 

In the meantime we may speculate upon emo- 
tions which the announcement of the electric 
starter might evoke in the various kindred fields 
of medical science. The anatomist will quick- 
ly visualize the precision with which the ‘‘exact 
spot of the natural pacemaker’’ must be lo- 
cated; the first year student will readily find 
the voltage of the proper electric stimulus in 
his physiology notebook; the hospital adminis- 
trator will expect to be told how many starters 
will be needed to bring his equipment up to 
date; the interne will count the lives he might 
have saved during the past year; the clinician 
will make a note of another instrument with- 
out which he may become hopelessly out of date. 
The most disinterested and unconcerned ob- 
server of them all will be the medical examiner. 
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Page 534. Address: 717 Main Street, Fitch- 
burg, Mass. 


— 


Che Massachusetts Medical Society 


THE ANNUAL MEETING 
LADIES’ PROGRAM 


Chairman—Dr. William A. R. Chapin 
.Co-Chairman—Mrs. James A. Seaman 


Mrs. L. D. Chapin Mrs. F. K. Dutton 
Mrs. J. B. Comins Mrs. G. B. Corcoran 
Mrs. C. F. Lynch Mrs. M. F. Hosmer 
Mrs. F. Hagler Mrs. T. S. Bacon 
Mrs. R. A. Rochford Mrs. G. DeN. Hough 


Mrs. W. J. Mullen 
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PROGRAM 
Monday, June 8—Tea at Storrowtown, an old 
New England village. 


Evening 8 :15—Shattuck Lecture, Hotel 
Kimball. 


The tea is to be in charge of Mrs. L. D. 
Chapin, Chairman, Mrs. J. B. Comins and Mrs. 
C. F. Lynch. 


Tuesday, June 9—Morning—Bus ride through 
the college towns of South Hadley, Am- 
herst and Northampton with a luneh- 
eon at one of these places. 
Evening—Dinner at the Hotel Kimball. 
Afterward the ladies are invited to hear 
the speakers at the Massachusetts Med- 
ical Society Annual Dinner. 


The bus ride and luncheon will be in charge 
of Mrs. F. Hagler, Chairman, Mrs. R. A. Roch- 
ford and Mrs. F. K. Dutton. 

The dinner will be in charge of Mrs. G. B. 
Corcoran, Chairman, Mrs. M. F. Hosmer and 
Mrs. T. S. Bacon. 


Wednesday, June 10—Morning—A golf tourna- 
ment at one of the country clubs. 


There will be an information and registration 
booth for ladies at the Hotel Kimball. This will 
be in charge of Mrs. G. DeN. Hough, Chairman, 
and Mrs. W. J. Mullen. 


AIDS TO THE COMMITTEE OF 
ARRANGEMENTS 

Bristot 

Dr. W. O. Hewitt, Attleborough, Mass. 

Dr. A. R. Crandell, Taunton, Mass. 

Dr. W. H. Allen, Mansfield, Mass. 
Mtpp_esex EAst 

Dr. Ira W. Richardson, Wakefield, Mass. 

Dr. E. M. Halligan, Reading, Mass. 

Dr. F. Morton Lee, Wakefield, Mass. 


Nortu 
_ Dr. John H. Lambert, Lowell, Mass. 
Dr. Fred P. Murphy, Lowell, Mass. 
Dr. Brendan D. Leahey, Lowell, Mass. 


MippLEseEx SouTH 
Dr. Harold Q. Gallupe, Waltham, Mass. 
Dr. Norman Hunter, Hudson, Mass. 
Dr. Dudley Merrill, Cambridge, Mass. 


PLYMOUTH 
Dr. Alexander S. MeLean, Middleboro, Mass. 
Dr. Loring B. Packard, Brockton, Mass. 
Dr. Samuel W. Goddard, Brockton, Mass. 


WORCESTER 
Dr. Joel M. Melick, Worcester, Mass. 
Dr. John A. Maroney, Worcester, Mass. 
Dr. James T. Brosnan, Worcester, Mass. 


Worcester Nortu 


Dr. C. B. Gay, Fitchburg, Mass. 
Dr. E. A. Adams, Fitchburg, Mass. 
Dr. L. M. DeCiceo, Fitchburg, Mass. 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


C. J. KickHam, M.D., R. S. Titus, M.D., 
Chairman Secretary 
524 Commonwealth Ave., 472 Commonwealth Ave., 
Boston, Mass. Boston, Mass. 


Heart DISEASE WITH PREGNANCY 


Though in New England only one out of sev- 
enty-five or one hundred pregnant women has 
a chronic, seriously damaged heart, at least 15 
per cent of all maternal deaths in pregnancy 
and puerperium are due to heart disease. The 
importance of this small group of cardiac¢s is 
obseured not only by their rarity, but because 
they may die of heart failure undelivered or 
they may be transferred from an _ obstetrical 
ward or hospital to a medical ward or hospital 
following delivery and die later of heart fail- 
ure and thus may not appear in obstetrical mor- 
tality tables. Heart disease, however, is in real- 
ity one of the major causes of deaths in preg- 
nancy. 

What do we mean by heart disease compli- 
cating pregnancy?) Many women complain of 
moderate sensations of breathlessness and show 
on examination a rapid heart rate and disturb- 
ingly loud systolic murmurs. Fortunately, we 
can dismiss these minor complaints and indefi- 
nite findings. It is a reassuring fact that with 
pregnancy no woman develops heart failure or 
dies of heart disease who does not show one of 
two definite physical signs of heart disease, 
namely, (1) a diastolic murmur; or (2) a defi- 
nite enlargement of the heart. All generalities 
in medicine have some exceptions. Exceptions to 
the above rule are exceedingly rare. 

The converse of the above rule is equally im- 
portant. Any woman who has, first, a diastolic 
murmur, secondly, an enlargement of the heart 
may develop heart failure in pregnancy at any 
time and may die. These facts are both reas- 
suring to an obstetrician and, at the same time, 
clearly point to a responsibility. The obstetri- 
cian does not need to bother with effort tests, 
electrocardiograms, roentgenographic studies or 
elaborate history taking in an attempt to deter- 

*A series of short selected articles by members of the Section 
is being published weekly. 


omments and questions by subscribers are solicited and 
will be discussed by members of the Section. 
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mine obscure heart defects. He need not be dis- 
turbed by complaints of breathlessness, palpita- 
tion, pain in the region of the heart, fainting, 
sensations of weakness on exertion. But he 
must be able to auscult accurately and he must 
be able to detect an enlarged heart. 


Any one ean learn to hear a diastolic murmur, 
but it is as difficult to learn to recognize the 
mitral diastolic murmur accurately as it is to 
learn to do an adequate pelvic examination and 
much harder than it is to learn to count the 
fetal heart. Close to 80 per cent of the women 
who die because of heart disease with preg- 
nancy have for their only reliable sign of disease 
before pregnancy a mitral diastolic murmur. 
Many dramatic histories could be given of wom- 
en who were considered perfectly sound until 
they developed heart failure during the last 
trimester of pregnancy because of an undiscov- 
ered mitral stenosis. Among five hundred con- 
secutive women with heart disease complicating 
pregnancy at the Boston Lying-in Hospital in 
364 cases a mitral diastolic murmur was the 
physical sign that determined the diagnosis, in 
thirteen cases, an aortic diastolic murmur, in 
fifty-four cases, both aortic and mitral diastolic 
murmur. In the majority of the remaining six- 
ty-nine cases, the diagnosis of heart disease de- 
pended on determining an enlargement of the 
heart. 


Of these five hundred eases, thirty-two moth- 
ers died (the mortality rate was then 6.4 per 
cent). 


Clearly, we should like to be able to tell be- 
fore pregnancy or early in pregnancy the 93 per 
eent of cardiaes who will survive from the 7 
per cent who will die if they are allowed to 
goon. The desire to accomplish this is so strong 
that we are apt to be led to follow more or less 
ingenious rules for sorting them out easily on a 
basis of response to effort tests. Such methods 
are not appropriate. We should always re- 
member the working rule that any cardiac, as 
described above, may develop heart failure and 
that no patient who is not a cardiac, as de- 
scribed, will develop heart failure. 


Statistics show, however, that (1) cardiaes 
who have developed auricular fibrillation have 
approximately a 50 per cent maternal death 
rate. Only three per cent of the cardiaes have 
auricular fibrillation; (2) cardiaes who have al- 
ready developed heart failure when first seen 
or who have a clear history of congestive heart 
failure have approximately a 25 per cent death 
rate. Clearly, it is not advisable for such pa- 
tients to attempt pregnancy. Analysis of the 
fatal cases shows that if these two groups of 
women who obviously should not attempt to 
bear children had not become pregnant, the re- 
mainder would face only a small death rate. 

Further refinements in determining the risk 
of individual cases can be made. But they are 


too long to be described here. One rule can 
readily be remembered: heart failure occurs 
twice as often in women over thirty-five as in 
women under thirty-five. Women with heart 
disease then would do well to have their preg- 
nancies before they are thirty-five. 

The most important factor in the prognosis of 
women with heart disease complicating preg- 
nancy is suggested by the following facts: in 
the first two hundred and fifty consecutive car- 
diaes delivered at the Beston Lying-in Hospital, 
the maternal death rate was 7.6 per cent. In 
the third and last two hundred and fifty con- 
secutive cardiacs, the death rate was 2.8 per 
cent. (It is also impressive to note that approx- 
imately one-half the fatal cases were not fol- 
lowed carefully through pregnancy at the hos- 
pital, but came to the hospital already in a dan- 
gerously sick condition because of their hearts.) 
Proper treatment of a cardiac patient improves 
the chances of avoiding death at least four times. 

Analysis of fatal cases shows that three quar- 
ters of the maternal deaths among cardiacs are 
due to heart failure and that such heart failure 
should be regarded as preventable by (1) proper 
advice to cardiacs who are unfit to stand preg- 
nancy, (2) proper control of those who are fit. 
The majority of the remaining approximately 
25 per cent of the maternal deaths among car- 
diacs are due to embolism or to bacterial endo- 
carditis. We cannot hope that these fatalities 
ean be effectively controlled. 

An outline of the treatment of heart disease 
in pregnancy will appear in a later issue of this 
Journal. 


MISCELLANY 


MISBRANDED “RUBBING ALCOHOL” 


The campaign against misbranded “rubbing alco- 
hol”, reported previously, was continued, netting 
8,500 bottles during January. Despite the earlier 
actions against such mixtures, which proved to be 
water with varying proportions of isopropyl alcohol, 
a relatively new alcohol of doubtful safety, numer- 
ous lots were still found labeled with inferences 
that the “rubs” were none other than those made 
with grain alcohol as the principal ingredient.— 
U. S. Dept. of Agriculture. 


DO CHILDREN HAVE TUBERCULOSIS? 


Under the above title a pamphlet was prepared by 
the National Tuberculosis Association which has 
been reprinted by the Massachusetts Tuberculosis 
League. 

This brochure contains accepted facts about tu- 
berculosis which should be known by the laity. 

Copies may be obtained on application to the 
Massachusetts Tuberculosis League, 1148 Little 
Building, Boston, Massachusetts. 
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HEALTH OFFICERS’ MONTHLY STATEMENT OF 
VENEREAL DISEASES REPORTED IN THE 
NEW ENGLAND STATES 


DECEMBER, 1935 


This statement is issued monthly for the informa- 
tion of health officers in order to furnish current 
data as to the prevalence of the venereal diseases. 
The following reports were received from State 
Health Officers. The figures are preliminary and 
subject to correction. It is hoped thet this will 
stimulate more complete reporting of these diseases. 


Syphilis Gonorrhea 
State Cases Monthly Cases Monthly 
re- case re- case 
ported rates ported rates 
during per during per 
month 10,000 month 10,000 
popula- popula- 
tion tion 
Connecticut 189 1.14 105 63 
Maine 37 46 41 51 
Massachusetts 437 1.01 530 1.22 
New Hampshire 11 .23 3 .06 
Rhode Island 126 1.79 38 54 
Vermont 16 44 27 


Only cases of syphilis in the infectious stage are 
reported. 
Treasury Department—Public Health Service. 


EPIGRAMS FROM BULLETIN OF THE NEW 
YORK STATE MEDICAL SOCIETY 


Ariphron said: Without health life is not life, 
life is lifeless. 


Charles H. Mayo said: The public knows less of 
medicine than of any other science. 


Automobile accident cases are frequently fracture 
conditions in which unskillful moving of the in- 
jured person is extremely hazardous. Doctors con- 
sider most operations on automobile accident cases 
as “postoperative,” the automobile having been the 
first to operate. 


There are more than two hundred recognized 
means with which human life is’ terminated. 
Heart disease today leads all of them in the toll it 
takes. 


That there is no actual decline of mental power 
with increasing age, is the announcement made by 
Dr. Irving Lorge of Columbia University. Dimming 
sight, slowing movements, dulled hearing is not a 
loss of mental power but merely a decrease in speed, 
according to Dr. Lorge. 


“Cures” for obesity are prohibited by law to be 
advertised in Canada. 


Don’t eat fruit that has not been washed. 


RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR JANUARY, 1936 


Disease Jan., Jan., 5 Yr. 

1936 1935 Aver- 

age* 

Anterior Poliomyelitis 1 2 4 
Chickenpox 1893 1899 1685 
Diphtheria 55 35 165 
Dog Bite 588 450 302 
Epidemic Cerebrospinal Meningitis 17 4 7 
German Measles 245 810 217 
Gonorrhea 557 468 552 
Lobar Pneumonia 1012 691 = 698 
Measles 1629 1246 2400 
Mumps 2101 302 # 694 
Scarlet Fever 1303 774 13878 
Syphilis 443 410 424 
Tuberculosis, 331 281 310 
Tuberculosis, O. F. 42 27 36 
Typhoid Fever 7 6 11 
Undulant Fever 5 1 _— 
Whooping Cough 357 839 852 


*Based on the figures for the preceding 5 years. 


RARE DISEASES 

Anterior poliomyelitis was reported from Attle- 
boro, 1. 

Diphtheria was reported from Boston, 12; Bourne, 
1; Brockton, 1; Chicopee, 16; Fall River, 3; Fram- 
ingham, 1; Gloucester, 1; Lowell, 8; Lynn, 3; Mal- 
den, 1; New Bedford, 2; Pittsfield, 1; Salem, 1; 
Tewksbury, 3; West Springfield, 1; total, 55. 

Dysentery (bacillary) was reported from Dan- 
vers, 5. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 2; Bridgewater, 8; Fitchburg, 1; Mal- 
den, 1; Northbridge, 1; Springfield, 1; Spencer, 1; 
Webster, 1; Worcester, 1; total, 17. 

Paratyphoid was reported from Haverhill, 1. 

Pellagra was reported from Medford, 1. 

Septic sore throat was reported from Amesbury, 1; 
Belmont, 1; Boston, 2; Chicopee, 5; Easton, 2; Gard- 
ner, 3; Lowell, 1; Middleboro, 1; Worcester, 1; to- 
tal, 17. 

Tetanus was reported from Stoughton, 1. 

Trachoma was reported from Haverhill, 1; 
den, 1; total, 2. 

Trichinosis was reported from Arlington, 1; Bos- 
ton, 1; total, 2. 

Typhus fever was reported from Boston, 1. 

Undulant fever was reported from Brockton, 1; 
Milford, 1; Milton, 1; North Adams, 1; Westfield, 1; 
total, 5. 


Mal- 


Diphtheria. The increase for the month over the 
1935 record low level is explained by the reporting 
of 16 cases from Chicopee as against none the 
year previous, and 12 from Boston as compared 
with 6 in 1935. 


Epidemic cerebrospinal meningitis. The increase 
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in reported epidemic cerebrospinal meningitis over 
last January is due for the most part to an out- 
break of 8 cases to date at the Bridgewater State 
Farm. 

Dog Bite. The reporting of dog bite continues 
high. There were, however, but 6 cases of canine 
rabies for the month as compared with 28 for last 
January. 

Lobar pneumonia had its highest reported Janu- 
ary incidence since 1929. This increase over last 
year’s figure first became apparent in the spring 
of 1935. 

Scarlet fever has maintained a level higher than 
the previous year since the fall of 1935. 

Mumps had its highest reported January incidence 
in the history of the State. 

The reported incidence of the anterior poliomyel- 
itis, chickenpox, German measles, measles, and tu- 
berculosis other forms, was not remarkable. 

Pulmonary tuberculosis was somewhat higher 
than January of 1935, probably due in the most 
part to better case finding and reporting. 

Typhoid fever was reported well within the five- 
year average. Three typhoid carriers have been 
discovered to date in connection with the investi- 
gation of these cases. 

Undulant fever continues to be reported higher 
than last year with practically every case giving 4 
history of using raw milk. 

Whooping cough had its lowest reported January 
incidence since 1922. 


AFFAIRS IN CONNECTICUT 


John Bucciarelli, M.D., has been appointed health 
officer of New Canaan in place of M. J. Brooks, M.D., 
retired. 

Michael D. Riordan, M.D., has been appointed 
health officer of Windham for a term of four years. 

Reuben Rothblatt, M.D., has been appointed act- 

ing health officer of Willimantic during the ab- 
\ 
sence of Nathan N. Spector, M.D. 

Following the resignation of Leonard C. Green- 
burg, M.D., as health officer of New Haven, Clem- 
ent F. Batelli, M.D., was appointed acting health 
officer. He in turn was replaced on December 16, 
1935, by Joseph I. Linde, M.D., as health officer. 

Clifford S. Pine, M.D., of Naugatuck has been ap- 
pointed health officer of Beacon Falls for the un- 
expired term which ends in October, 1938. 


At the last session of the State Legislature of 
Connecticut the following act was passed: “The 
state department of health is authorized to make 
investigations concerning cancer, the prevention 
and treatment thereof, and the mortality therefrom, 
and to take such action as it may deem will assist 
in bringing about a reduction in the mortality due 
thereto.” This act was recommended to the legis- 
lature by the State Medical Society and the work 
of carrying on this study has been assigned to the 
Bureau of Preventable Diseases of the State Depart- 
ment of Health. Mr. Herbert F. Hirsche, C.P.H., 


has been appointed as research statistician to aid 
in the study of the cancer problem in Connecticut. 
At this same session of the State Legislature a 
law was passed known as the Uniform Narcotic Act. 
Under this act the regulation of narcotics in Con-— 
necticut becomes uniform with Federal government 


_control and with control in many other States. 


The State Department of Health | is delegated cer- 
tain responsibilities of enforcement under this act, 
these being placed under the Bureau of Prevent- 
able Diseases. ; 


Dr. Stanley H. Osborn, Health Commissioner of 
Connecticut, has predicted that over $150,000 of 
Federal funds for public health work, maternal 
and child health service, and aid for crippled 
children will be made available for Connecticut in 
the immediate future. It is expected that the total 
will include $79,000 for public health work and 
about $38,000 each for crippled children and for 
maternal and child health services. 


With this money Dr. Osborn will be obliged to 
secure fifteen to twenty additional employees, and 
thus will increase the number of city and town 
health departments with a full-time medical officer 
in charge of each. It is hoped that this will permit 
studies of occupational disease control and a broad 
study of cancer control. 

Dr. Benjamin G. Horning, a member of the State 
Department of Health, will be placed in charge of 
the drive for so-called full-time health depart- 
ments in cities and towns. Not more than. eight 
towns and cities in the State have health depart- 
ments with full time health officers in charge. The 
Federal allotments for this purpose will decrease at 
the rate of five per cent a year, thus permitting 
a gradual assumption of the financial burden by the 
cities and towns. Under the Social Security Law 
no state can secure Federal money under any of 
the titles of the act until it has submitted an 
approved plan for the particular project. This 
state has already submitted its maternal and child 
health plan to the Children’s Bureau of the Labor 
Department. 


Fiat RATE FoR HOSPITAL AND PHYSICIAN 
IN OBSTETRICAL CASES 


Out of 199 births at Windham Community Hospital, 
Willimantic, during 1935, 150 were under the hos- 
pital’s so-called “middle rate maternity plan”. This 
plan provided both hospitalization and physician’s 
care for a total sum of $65. The only requirement 
made is that the attending obstetrician shall be a 
member of the hospital staff. In such a case $30 
is paid when the patient enters the hospital and 
$35 on discharge of mother and baby. This flat 
rate includes prenatal care, hospital care, and 
postpartum care even for a short period after 
mother and baby have gone home. 

The maternal mortality for this hospital for 1935 
was zero, a record the hospital has maintained since 
its opening in 1933. The hospital collected 100 
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per cent of its bills for private room care in ob- 
stetrical cases and 98.1 per cent of its bills for 
middle rate care. 


Hartrorp Has New HIGH MortaLity RATE 
IN HEART DISEASE AND CANCER 


Five hundred and thirteen deaths from _ heart 
disease in Hartford for 1935 is the highest ever 
recorded in the history of the city. This gives a 
rate of 288 per 100,000 population. The previous 
year there were 497 such deaths. Cancer claimed 
225 deaths in Hartford during 1935, a rate of 126 
per 100,000. The previous peak was reached in 1931 
with 119 deaths.’ The total number of deaths from 
all causes was 1877. 


During January, 1936, there were 219 deaths in 
Hartford, a reduction of two over the previous 
January. Births increased during this month from 
302 to 320 and marriages declined from fifty-six to 
nineteen as compared with the same month last 
year. Heart disease leads for January, 1936, as 
a cause of death, there being a total of fifty-three as 
compared with fifty one year ago. 

The Hartford Board of Health has resumed its 
monthly bulletins discontinued in 1923. The reports 
are to be sent to physicians and other interested 
persons, and to public health organizations here 
and throughout the country, in accordance with the 
practice of health boards of exchanging reports for 
purposes of comparing methods of public health 
procedure and results obtained. 


MopeRN HEALTH SERVICE FOR A CITY 
oF 200,000 PorPpUuLATION* 


A health program of modern health service for a 
city of 200,000 population was presented to the 
Hartford Medical Society on February 17, 1936, by 
Dr. Wilson G. Smillie, Professor of Public Health 
Administration of Harvard University School of 
Public Health. 

In his opening remarks Dr. Smillie emphasized in 
how many ways the modern municipal health depart- 
ment departed from the plan of our forefathers in 
which the health board settled the disputes en- 
gendered by one’s neighbor’s chickens, waged war 
against rats, supervised garbage disposal, inspected 
plumbing, and in general acted as a court of last 
resort in many controversial matters now con- 
sidered far afield from public health administra- 
tion. Dr. Smillie went on to say that “the state 
is the sovereign power in our government and the 
municipality has only such powers as are granted 
by the state. No exact criteria for public health 
administration may be determined for all types of 
cities in the United States because there exists such 
a diversity of population as well as of problems. 
Thus it is not possible to promulgate a uniform 
standard plan which would be suitable for all cities. 

Dr. Smillie then explained that the State De- 


*Original report edited by Dr. Smillie. 


partment of Health acts as a supervisor and an ad- 
visor and in addition does carry on certain direct 
activities which can be accomplished much better, 
if administered on a large scale. The manufacture 
and distribution of standard biological products 
and the hospitalization of the tuberculous are ex- 
amples of direct state service. 

In outlining the functions of a health depart- 
ment for a city of 200,000 population the speaker 
developed the municipal health department as a 
primary unit with the following functions: 


1. Recording and analysis of vital statistics. 

Control of communicable disease. 

. Providing epidemiological service, especially in 
tuberculosis and the venereal diseases. 

. Stimulating community immunization, such as 
smallpox vaccination and diphtheria immuniza- 
tion. 

. Providing, readily available to all physicians, 
biological products for the prevention and 
cure of communicable diseases. 

Providing an expert consultation service to all 
physicians in case of communicable disease, 
including the less common and the more dif- 
ficult of differential diagnoses. 

. Controlling tuberculosis by case finding, clinic 

service, field nursing and institutional care. 

. Providing for venereal disease control by clinic 
service and case finding. 

. Developing child hygiene by prenatal and ma- 
ternity service and postnatal care, with special 
attention to infant hygiene, preschool hygiene 
and school hygiene. 

10. Control of sanitation. 

11. Health education. 


on 


The problem concerning proper administration 
of the health department immunization service 
was discussed. Should the health department pro- 
vide free immunization against diphtheria, smallpox 
and typhoid fever to all who request this service, 
or should this service be given only to those who are 
too poor to pay for the services of a private phy- 
sician? 

The answer is a simple one. We may use diph- 
theria immunization as an example. The private 
physician is under obligation to protect the health 
of the children of those families under his care, but 
has no direct community responsibility. The health 
officer is obligated to protect his community from 
invasion by communicable disease. If 35 per cent 
to 50 per cent of preschool children of the com- 
munity are continuously immunized against diph- 
theria, the community is protected against the 
spread of diphtheria. Thus the health officer must 
carry out a continuous immunization program so 
that at least 35 per cent of all babies are immunized 
before they reach school age in order to accomplish 
this purpose. The children of those parents who 
are too poor to pay for immunization service must 
be protected, free of charge. Those children whose 
parents can pay for the service should be im- 
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munized by private physicians. The health depart- 
ment nurses and other personnel should urge all 
persons to go to their own physicians for immuni- 
zation. If this method does not secure an immuni- 
zation of at least 35 per cent of the children before 
the age of two years, the health department has no 
other recourse than protection of the community by 
free public clinics. 

In discussing the function of child hygiene, it 
is emphasized that in this country, up to the present 
time, prenatal, maternity and postnatal services have 
not been considered as governmental functions. 
Rather, the physician delivering the mother or the 
hospital providing this service have been respon- 
sible, in great part, for this activity. Private nursing 
agencies have carried a part of this particular 
burden in some cities. 

Infant hygiene is a development of recent years 
and has met a very real need. The clinical phases of 
infant hygiene are not a basic health department 
function, but rest with the private physician. 
Infant hygiene clinics should, however, be carried 
on for the indigent under health department aus- 
pices and staffed by local physicians who are paid 
for their services by the municipality. 

School hygiene has been found to work out best 
if administered as a health department function. 
This work should include school medical examina- 
tions, nursing service, health education, nutritional 
service and dental hygiene. In general, the cor- 
rection of defects is not a health department func- 
tion. Each physical defect should be called to the 
attention of the parent, who should be advised to 
consult the family physician or dentist concern- 
ing the matter. It should be emphasized that 
school health service belongs in a_ well-rounded 
health department and not to the department of 
education. 

An example of local New England color was in- 
troduced by Dr. Smillie when he reminded his audi- 
ence that the first health department in our country 
was established in Boston in 1799 and the first 
chairman of this board was the renowned Paul 
Revere. 

There are several other functions in which a 
municipal health department should be directiy in- 
terested, viz., 


1. Control of smoke. 

2. Prevention of accidents. 

3. Housing supervision to prevent overcrowding. 
(The incidence of tuberculosis and cerebro- 
spinal meningitis is directly influenced by 
overcrowding. ) 

4. Supervision of water supplies as to adequacy, 
safety and purity. 

5. Supervision of milk supply, giving due con- 
sideration to the adequacy, purity and safety 
of the municipal milk supply. 

6. A public health laboratory. 


Dr. Smillie then outlined the organization of a 
successful health department as follows: 


I. A Board of Health comprising three to five 
members and no more. This Board should be 
appointed by the Mayor, approved by the City 
Council, the terms of office to be rotating, 
and the functions to be advisory, not execu- 
tive. In some cities by special provisions of 
the charter, this Board has quasi-judicial 
functions. 

. A Health Officer, full time, and chosen by the 
Board of Health. He should be preferably a 
physician and should be trained and experi- 
enced in the special field of public health. 
Medical school training is not sufficient to fit 
the applicant for an administrative position in 
public health. The minimum requirements of 
a Health Officer for a community of 50,000 or 
over, as set forth by the State Health Officers’ 
Association are as follows: 

. Proper training in vital statistics. 

Some knowledge of general and _ theoretical 

epidemiology. 

. Familiarity with the historical background of 
public health administration. 

. Sufficient knowledge of public health bacteri- 
ology to carry out customary procedures. 

. General knowledge of water purification and 
sewage disposal. 

. General knowledge of the spread of disease 

through food. 

Detailed knowledge concerning immunization 

against communicable diseases. 

. Epidemiology and clinical knowledge, includ- 
ing therapeutic, of tuberculosis. 

Epidemiology and clinical knowledge, with 
special training in the therapy of venereal 
diseases. 

10. Familiarity with the whole field of nutrition. 

11. Training in health education. 

12. Training in mental hygiene. 

13. General knowledge of government organization 

and a special knowledge of public health laws. 

14. Knowledge of social problems. 


— 
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The key person of the whole personnel is the 
health officer. He must be especially well trained 
and well qualified for his work. 

III. A Public Health Nurse as supervisor with 
assistants are required, usually twenty to 
thirty. 

IV. A Director of Child Hygiene, who should be 
a physician. 

V. Director of Sanitation and his assistants. 

VI. A Director of the Laboratory and his as- 
sistants. 

VII. Medical, Dental and Clinical Aides on a part- 
time basis. 


In closing Dr. Smillie referred to the per capita 
cost for an adequate public health service for a 
community of 200,000 people. He said that $1.00 
per capita was the approximate sum now being 
spent by efficient municipal health departments, 
exclusive of hospitalization costs for tuberculosis 
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and communicable disease. Based on a population of 
175,600 a city such as Hartford would anticipate that 
the required public health budget for one year would 
be about $175,000. Exact budgets cannot be recom- 
mended for any given city, of course, since part 
of the burden may be carried quite effectively by 
voluntary agencies at no direct cost to the public. 


CORRESPONDENCE 


THE DANGER INHERENT IN SENATE BILL 394 
Editor, New England Journal of Medicine, 


In your Journal of February 27, there appeared a 
letter voicing opposition to Senate Bill 323 of the 
Massachusetts Legislature. May I call the attention 
of every member of the medical profession, especially 
the Oculists, to the fact that this bill has been with- 
drawn and a more vicious and insulting bill, Senate 
394, has been substituted. (Hearing on this new bill 
March 19.) 

Senate 394 proposes that all Oculists come under 
the rules and regulations of the Board of Optometry. 
As such they will have to follow the method (op- 
tometric) of examination prescribed by the Board,— 
they will have to keep certain records,—they will 
be prohibited to perform free examinations,—they 
will be forced to charge a uniform fee; if examination 
is made at the patient’s bedside, reports of the 
prescribed glasses will have to be forwarded to the 
Board,—and oculists will be prevented from dis- 
pensing glasses until they first pass an examination 
which licenses them as opticians (an examination 
from which optometrists are exempt). 

There is no more relation between the Optometrist 
and the Optician than between Physician and Phar- 
macist. The former is a profession, the latter a 
business. If the board actually wins control over 
the trade of dispensing glasses, the oculist is di- 
rectly affected. In a small community, for example, 
where an oculist, an optometrist and optician are 
located, the action of the Board of Optometry 
would mean the elimination of the optician, forcing 
the patient of the oculist to take his prescription 
to the optometrist —a situation which would evi- 
dently not be relished by the physician. 

This bill should be defeated. 

Very truly yours, 
B. Epwarp Sacus, M.D. 


OFFICIAL ACTIONS OF THE BOARD OF 
REGISTRATION IN MEDICINE 


State House, Boston 
February 29, 1936. 
Editor, New England Journal of Medicine, 

This is to inform you that at a meeting of the 
Board of Registration in Medicine held February 
27, 1936, it was voted to revoke the registration of 
Dr. Russell B. Street, Conway, Massachusetts, fol- 
lowing Dr. Street’s admission to the Northampton 
State Hospital. 

STEPHEN RusHMoORE, M.D., Secretary. 


AN INTERESTING ITEM OF MEDICAL HISTORY 
March 2, 1936. 
Editor, New England Journal of Medicine, 

The enclosed announcement, yellow and sere with 
age, was found by a patient of mine among some old 
records. The quaintness of its style and the im- 
port of its message would doubtless interest Journal 
readers. 

It is noteworthy that, then as now, a spirit of 
self-sacrifice and an absence of “hope of pecuniary 


compensation” prevailed in medical teaching. 
Roy J. HEFFERNAN, M.D. 
Boston, June 1, 1811. 
Sir, 


In conformity with the opinion of the publick, 
and especially of the fellows of the MAssacnvu- 
SETTS MEbIcCAL Society, a medical school is now es- 
tablished in the town of Boston, and has com- 
menced its operations. The general approbation of 
this new arrangement has surpassed the hopes of 
its most sanguine advocates, the number of stu- 
dents attending the lectures having been about 
double that of any former period; while the inter- 
est displayed in the prosecution of their studies, 
and the satisfaction expressed, on a review of them, 
at their opportunities and acquisitions, have been 
highly flattering and animating to the professors. 

The courses will be continued the ensuing winter 
on the following plan: 


ANATOMY AND PHYSIOLOGY | 


SURGERY AND MIDWIFERY ( : $20 
CHEMISTRY AND MATERIA MEDICA $15 
THEORY AND PRACTICE OF MEDICINE $15 
CLINICAL MEDICINE $15 


The lectures will commence on the first Wednes- 
day in November, and terminate on the first 
Wednesday in February. 

The students, who attend the professor of Clini- 
cal Medicine, will have an opportunity of seeing 
diseases and medical treatment in the hospital de- 
partment of the Alms House. 

Those who attend the lectures on Anatomy, may 
see the surgical practice of the same place, and 
such private operations, as circumstances will ad- 
mit. 

The valuable library, founded by Warp NICHOLAS 
BoyLston, Esq., will be open to the students. This 
library contains about seven hundred volumes, se- 
lected with great care, relating to all the branches 
of medical science. 

Other arrangements for the advantage of stu- 
dents, which cannot with propriety be published, 
will be made before the opening of the lectures. 

The fee for attendance on the anatomical lec- 
tures has been reduced, in order that it might not 
exceed that established in other places. The pro- 
fessors avail themselves of this opportunity to re- 
mark, that in their arrangements for the medical 
school, they have never been guided by the hope 
of pecuniary compensation. On the contrary, they 
do not expect to receive any reward of this nature, 
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which will compensate for the sacrifice of private 
practice to their official duties. In the anatomical 
branch, which, as is usual, is more fully attended 
than the others, the expenditures have actually ex- 
ceeded the receipts, even independently of the 
cost of a valuable collection of preparations, and 
without estimating the labour of the professors. 
They are not discouraged under this state of 
things. They feel that circumstances have placed 
them, however unmeritedly, in a situation impor- 
tant to the interests of medical science in this part 
of the country; and they are determined to fulfil the 
duties of it to the utmost of their ability, so long as 
they receive the approbation of the respectable por- 
tion of the medical community of this state: for 
the support of the faculty, and the exertions of the 
professors are equally necessary to the existence 
and success of an ample and efficient school of 
medicine in this section of the United States. 
JOHN WARREN, 
AARON DEXTER, 
JAMES JACKSON, 
JOHN C. WARREN, 
JOHN GORHAM. 


The government of the University have deter- 
mined that in future the degree of Doctor in Medi- 
cine shall be conferred on the same conditions that 
the degree of Bachelor of Medicine has hitherto 
been given. Candidates are required to have studied 
two years with some respectable practitioner; to 
have attended two of each of the courses of medical 
lectures; and then, at the end of the third year, 
they may present themselves for examination. The 
examination will be held in Boston, fourteen days 
subsequent to the termination of the winter courses. 

Bachelors in Medicine of this University will be 
entitled to the degree of Doctor in Medicine. 


TOTAL THYROIDECTOMY FOR HEART DISEASE 


Editor, New England Journal of Medicine, 

In the issue of your Journal of February 13, 1936, 
appeared a summary of the investigations performed 
by Drs. Clark, Means and Sprague on Total Thy- 
roidectomy for Heart Disease. 

Already two years ago, when the enthusiasm for 
the operation soared high, I could see that the ra- 
tionale for the operation was irrational. In my pa- 
per published in the November 1934 issue of the 
Canadian M. A. J. I said: “. .. the theory based on 
lowering the demands and keeping the function of 
the heart at its previous level is untenable.” There- 
fore, in regard to the authors’ sentence ‘‘The theory 
underlying this new practice was elemental in its 
simplicity’, let me be permitted to say that it was 
simple but wrong. 

Perusing the authors’ paper I can see that my 
misgivings have proved well founded. In my letter 
published in the J. A. M. A. more than a year ago I 
said: “When one speaks of selection of cases in a 
general way, it does not mean much. As I pointed 
out in my paper, so far there is no scientific way 
of defining such a group of patients. The investiga- 


tors must work out a strict definition of such a 
group before offering the operation for general use. 
Cachexia strumipriva which cripples the patient for 
the rest of his life must be the lesser evil in such 
cases. The selection of proper cardiac patients 
will be a difficult, if not an impossible, task.” 

In their paper the authors pointed out that all the 
twenty-one patients were very carefully studied and 
examined by many specialists, that the operations 
were performed by excellent surgeons. The authors 
used the frequent advice of Dr. Blumgart. In spite 
of it, fifteen patients are already dead. In all fairness 
these fifteen cases should be thought of as wrongly 
chosen. In two out of the living six patients (cases 
15, 18) the operation is considered by the authors 
not worthwhile, and in one (case 3) thyroid regen- 
eration occurred. Therefore, the results may seem 
worthwhile in only three cases out of twenty-one 
(cases 13, 14, 16). However, in my opinion, these 
results are also meagre. For instance, in case 
16, an old physician six months before entering 
the hospital suffered very severe precordial pains 
on walking or any marked exertion and was always 
promptly relieved by nitroglycerine. The physical 
examination was negative. There were never any 
symptoms of congestive failure. The metabolic 
rate was —17. After the operation he did not work 
for five months (June-November). Ten months later 
(the following September) he was seen and ap- 
peared to be very well, reporting only a little sub- 
sternal aching on smoking or on walking any dis- 
tance which was promptly relieved by nitroglycer- 
ine. He had been able to “carry on with his office 
practice steadily except for a three weeks’ vacation”. 
The history does not mention that he could not 
carry on with the office practice before operation; 
sometimes such work does not require great exer- 
tion. Why operate on such a person? Many such 
cases get along pretty well for years with nitro- 
glycerine. Now he uses nitroglycerine and thyroid. 
He is myxedematous. One should not forget that, 
according to Kocher, the deterioration from myx- 
edema progresses with the passing of time. In 
case 13 the patient after fifteen months showed a 
state of recurrence and after eighteen months a 
state of gross congestive failure. In case 14 the pa- 
tient is myxedematous, uses thyroid, complains of 
easy fatigability. “He is looking for a job but has 
not yet found one.” If these three patients that are 
still alive die in the near future, which is a probable 
possibility, no worthwhile cases would be left. 

The authors give eleven well-defined contraindica- 
tions for the operation. Their only indication in 
favor presents, in my opinion, a generality. The 
authors also write, “It is significant that while we 
have not abandoned this procedure, with the large 
number of cardiac patients seen on the wards in the 
past six months, in no case have we felt sufficiently 
confident to recommend the operation.” Of course, 
it is most significant. If the authors who are known 
specialists and authorities cannot select a suitable 
case among many, who can? Why not face the 
facts? Why not discourage a procedure which for 
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three years has not met the expectations and in- 
volves tremendous risks and misery? 
O. R. Lourig, M.D. 
485 Commonwealth Avenue, 
Boston, Mass. 


ARTICLES ACCEPTED BY THE AMERICAN MED- 
ICAL ASSOCIATION COUNCIL ON PHAR- 
MACY AND CHEMISTRY 


535 North Dearborn Street, Chicago, Illinois, 

: March 4, 1936. 
Editor, New England Journal of Medicine, 

In addition to the articles enumerated in our let- 
ter of January 31 the following have been ac- 
cepted: 

Arlington Chemical Company 
Arlco Protein Extracts 
Mead Johnson & Co. 
Mead’s Oleum Percomorphum 50% _ (Perco- 
morph Liver Oil 50% in Cod Liver Oil) 
Mead’s Oleum Percomorphum 50% (Per- 
comorph Liver Oil 50% in Cod Liver 
Oil) in 10-drop (.222 Gm.) Capsules 
Mead’s Cod Liver Oil Fortified with Per- 
comorph Liver Oil 
United States Standard Products Co. 
Ampule Solution Procaine with Epinephrine 
1 ce. 
The Valentine Company 
Solution Liver Extract—Valentine 
Your sincerely, 
PauL NicHOLAS LEECH, Secretary. 
Council on Pharmacy and Chemistry. 


RECENT DEATHS 


PACKER—GeorcGeE WILLIAM PACKER, M.D., of 576 
New Boston Road, with an office at 90 Quequechan 
Street, Fall River, Massachusetts, died suddenly at 
his home, March 4, 1936. 

Dr. Packer was born in Fall River and graduated 
from the College of Physicians and Surgeons of 
Boston, Massachusetts, in 1903. He joined the 
Massachusetts Medical Society in 1928 and in ad- 
dition was a Fellow of the American Medical As- 
sociation. 

Dr. Packer was a member of the Elks and Order 
of St. George. 


ELLIS—RALPH WARNER ELLIs, M.D., of 22 Howland 
Terrace, with an office at 574 Main Street, Worces- 
ter, Massachusetts, died at his home, March 3, 
1936. 

Dr. Ellis was born in Worcester in 1891 the son 
of the late Dr. Dean S. Ellis and Mrs. Isabelle (War- 
ner) Ellis. He was educated in the Worcester pub- 
lic schools, graduating therefrom in 1911, from 
Clark University in 1914 and the Harvard Medical 
School in 1918. Fellowships in the Massachusetts 
Medical Society and the American Medical Associa- 
tion were acquired in 1919 after interne service at 


the Worcester City Hospital where Dr. Ellis subse- 
quently became a member of the staff. 

Recognition of his standing is shown by his rec- 
ord of activities in the local medical societies and 
election to the position of Secretary of the Medical 
Section of the State Society in 1932. 

He was a member of the Wesley Methodist Epis- 
copal Church, the Quinsigamond Boat Club, the 
Y. M. C. A. and the Appalachian Mountain Club. 

Dr. Ellis is survived by his mother; his widow, 
Mrs. Mary (Howard) Ellis; a son, Ralph W. Ellis; 
a daughter, Miss Virginia H. Ellis; a brother, Dean 
E. Ellis, of Bloomfield, N. J., and two sisters, Mrs. 
Leon E. Felton of Worcester and Mrs. Clifford A. 
Foster of Wellesley. 


BALDWIN—FReEDERICK WILLIAM BALDWIN, M.D., of 
Danvers, Massachusetts, died at the Beverly Hospital 
March 7, 1936. 

Born in Birmingham, Alabama, December 14, 1861, 
he graduated from the Harvard Medical School in 
1886 and joined the Massachusetts Medical Society 
in 1888, serving for a time on the Council. Dr. 
Baldwin was a Fellow of the American Medical 
Association, held membership on the staff of the 
Beverly Hospital and was one of the founders of 
the Hunt Memorial Hospital of Danvers. He was 
formerly chairman of the Board of Health of his 
home town. 

A sister, Mrs. Walter Page Weston, of Danvers, 
three nieces, Elizabeth, Louise and Constance Weston 
and a nephew, Stephen Weston, survive him. 


OBITUARY 


DR. CLARA: E. GARY 
First VERMONT WOMAN TO ENTER MEDICAL PROFESSION 


Dr. Clara Emerette Gary, for fifty years a prac- 
ticing physician in Boston, died at her home, 416 
Marlborough Street, on Saturday, February 15, 
after a year of failing health. She was born in 
Middlesex, Vermont, the daughter of Ephraim and 
Sarah (Robinson) Gary. When she was five years 
of age, the family moved to Montpelier, where she 
graduated from the High School. After a year as 
a special student at Montpelier Seminary, she en- 
tered Boston University School of Medicine in Oc- 
tober, 1882, being the first Vermont woman to take 
up medicine as a profession, received the de- 
gree of Doctor of Medicine in June, 1885, and was 
appointed Woman House Surgeon at the Boston 
Homoeopathic Hospital, the first woman to receive 
such an appointment in that hospital. 

Dr. Gary was later House Surgeon at Boothby 
Private Hospital, Pharmacist in the Out-Patient De- 
partment at Boston Homoeopathic Hospital, and 
Lecturer in the School of Medicine at Boston Uni- 
versity, 1888-1898. She was a pioneer in electrother- 
apy and took a special course at the Massachusetts 
Institute of Technology. In 1896 she, with Profes- 


sor Norton, gave a demonstration-lecture on x-ray 
in Boston, the proceeds from it being donated to 
the Endowment Fund of Boston University School 


} 
’ 
é 
| 


554 


EDITORIAL DEPARTMENT 


N. E. J. OF M. 
MAR. 12, 1936 


of Medicine. After further study in electrothera- 
peutics in this country she went to Europe for ad- 
vanced courses, receiving a diploma in 1902, then 
visiting Vienna and London hospitals as observer. 
Since 1900 her home and office had been at 416 
Marlborough Street, Boston, her specialties being 
physiotherapy and the treatment of nervous dis- 
eases. 

In 1927 the University of Vermont conferred upon 
her the honorary degree of Doctor of Science. 

During the World War Dr. Gary gave free medi- 
cal aid to families of men in service, was a mem- 
ber of the War Service Committee of the Massachu- 
setts Daughters of the American Revolution, and 
was New England Chairman of the Woman's 
Homoeopathic Base Hospital Unit. She was a mem- 
ber of the Volunteer Medical Service Corps. 

She was formerly Vice-President of the American 
Institute of Homoeopathy and one of the organizers 
of the Institute Fraternity. She held various offices 
in the National Society of Physical Therapeutics 
and the Massachusetts Surgical and Gynecological 
Society, and was a member of the Massachusetts 
Homoeopathic and Boston Homoeopathic Hospital 
Medical Societies and of the Alumni Association of 
Boston University School of Medicine. 

She was a member of the Daughters of Vermont 


and of the National Society Daughters of the Amer- 


ican Revolution, Honorary Member and formerly 
Regent of Old Boston Chapter, D. A. R., and a mem- 
ber of various other organizations. 

She was the author of many medical papers and 
occasional poems. 

The late Frank E. H. Gary, a prominent Boston 
lawyer, was a brother. 

Burial, with a brief service, was in the family lot 
in Montpelier, Vermont. 


NOTICES 


MEDICAL CLINIC AND STAFF ROUNDS AT THE 
PETER BENT BRIGHAM HOSPITAL 


At 3:30 on Thursday, March 19, in the Amphi- 
theatre of the Peter Bent Brigham Hospital, 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. 


UNITED STATES CIVIL SERVICE 
EXAMINATION 


Associate Research Physiologist, $3,200 a Year 

Applications must be on file with the United 
States Civil Service Commission at Washington, 
D. C., not later than March 30, 1936. 

The United States Civil Service Commission an- 
nounces an open competitive examination for the 


position named above. Vacancies in this position 
in the field and in positions requiring similar quali- 
fications will be filled from this examination, un- 
less it is found in the interest of the service to fill 
any vacancy by reinstatement, transfer, or promo- 
tion. The salary named above is subject to a de- 
duction of 31% per cent toward a retirement annuity. 

Present Vacancy.—A vacancy exists at the pres- 
ent time in the Air Corps, Material Division, Wright 
Field, Dayton, Ohio. 

Duties.—To establish, equip and operate a phys- 
iological and biochemical research laboratory to in- 
vestigate all phases of the effects of flying on the 
human organism. 

Basis of Ratings. — Competitors will not be re- 
quired to report for examination at any place, but 
will be rated on their education and experience on a 
scale of 100, such ratings being based upon com- 
petitors’ sworn statements in their and 
upon corroborative evidence. 


ANNOUNCEMENT OF EXAMINATION FOR AP- 
POINTMENT AS ASSISTANT SURGEON (MED- 
ICAL ONLY) IN THE REGULAR CORPS OF 
THE U. S. PUBLIC HEALTH SERVICE 


An examination for entrance into the Regular 
Corps of the United States Public Health Service 
in the grade of Assistant Surgeon (medical only) 
is hereby announced to be held April 13, 1936. Ap- 
plicants must not have passed their thirty-second 
birthday. 

The compensation of officers in the grade of As- 


{sistant Surgeon is $3,158 per annum with dependents 


and $2,699 per annum without dependents. 

Persons desiring permission to take this examina- 
tion should make request to the Surgeon General, 
U. S. Public Health Service, Washington, D. C., for 
the necessary blanks and other information. 

W. F. Draper, Acting Surgeon General. 


INTERNATIONAL UNION AGAINST 
TUBERCULOSIS 


Press NOriIce 


The Xth Conference of the International Union 
against Tuberculosis (Secretary General Professor 
Fernand Bezangon) will meet in Lisbon, from Sep- 
tember 7 to 10, 1936, under the chairmanship of Pro- 
fessor Lopo de Carvalho, President-Elect of the In- 
ternational Union. The discussion will be limited 
to three main subjects: Biological subject: “Radio- 
logical aspects of the pulmonary hilum and their 
interpretation”, opening report by Professor Lopo 
de Carvalho (Portugal); Clinical subject: “Primary 
tuberculous infection in the adolescent and the adult”, 
opening report by Dr. Olaf Scheel (Norway); Social 
subject: “The open case of tuberculosis in relation 
to family and domestic associates”, opening report 
by Drs. Ch. J. Chatfield (United States) and D. A. 
Powell (Great Britain). Ten speakers selected in 
advance from a list presented by the forty-four coun- 
tries belonging to the Union have been designated 
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to open the discussion on each of the questions on 
the agenda’. 

The Organization Committee of the Conference has 
prepared a very attractive program of receptions 
and excursions; the latter will enable members of the 
Congress to visit the chief antituberculosis institu- 
tions as well as the most picturesque scenery in 
various parts of Portugal. 

Members of the International Union are invited to 
take part in the Conference free of any contribution 
fee. They may forward their application either 
through the medium of their Government or their 
National Organization against Tuberculosis, or di- 
rectly to the Organizing Committee in Lisbon, at the 
following address: 


Organizing Committee of the Xth Conference 
of the International Union against Tuberculosis 
Assistencia Nacional aos Tuberculosos 
Avenida 24 de Julho, Lisbon (Portugal). 


Names may also be sent to the Headquarters of 
the Secretariate of the International Union against 
Tuberculosis, 66, Boulevard Saint-Michel, Paris 
(6éme). 

Persons who are not members of the Union and 
who wish to take part as “Members of the Confer- 
ence” must forward their applications, together with 
a contribution of 200 escudos (approximately 125 
French francs), exclusively through the medium of 


The National Tuberculosis Association 
50 West 50th Street 
New York City. 


Reductions on hotel prices and railway fares will 
be granted to Members of the Congress. 

All supplementary information may be obtained 
by applying to the International Union against 
Tuberculosis, 66 Boulevard Saint-Michel, Paris (6c). 


1Co-Rapporteurs: 

Biological subject: Austria—Dr. Ludwig Hofbauer. Czecho- 
slovakia—Dr. A. Hoffmann, France—Professor Emile Sergent, 
Drs. L. Delherm and P. Cottenot. Germany—Professor Dr. H. 
Kleinschmidt. Great Britain—Dr. W. T. Munro.  Italy—Pro- 
fessor Aristide Busi. Lithuania—Dr. L. Koganas. Poland— 
Professor W. Zawadowski. United States—Dr. H. C. Sweany. 

Clinical subject: France—Dr. J. Troisier. Germany—Dr. 
Redeker. Great Britain—Dr. L. S. T. Burrell. Hungary—Dr. 
Géza Gali. Roumania—Drs. S. Irimescu and M. Nasta. Spain— 
Professor L. Sayé and Dr. H. Ernberg. 
United States—Dr. Robert Yougoslavia—Dr. 
Yevrem Nedelkovitch. 

Social subject: Belgium—Dr. Willems. Finland—Dr.° Severi 
Savonen, Frarnce—Drs. P. Braun and Albert Bezancon. Ger- 
many—Dr. Braeuning. Italy—Professor Gioacchino Breccia. 
Netherlands—Dr. H Norway—Dr. Nils Heit- 


mann. Portugal—Dr. Ladislau 
Patricio. 


Tapia. Sweden—Dr. 
E. Plunkett. 


R. Gerbrandy. 
Poland—Dr. Janina Misiewicz, 
Switzerland—Dr. J. Morin. 


— 


REPORTS AND NOTICES 
OF MEETINGS 


CONGRESS ON MEDICAL EDUCATION, MEDICAL 
LICENSURE AND HOSPITALS 


The Thirty-‘Second Annual Congress on Medical 
Education, Medical Licensure and Hospitals was 
held at the Palmer House, Chicago, on February 17 
and 18, 1936. It was well attended in spite of 
weather conditions unfavorable for travel in the 
northern part of the United States, and interest 
was maintained throughout the session. While it is 


impossible in the two days to present a compre- 
hensive review of medical education each year, an 
effort is made to focus attention on some limited 
aspect of especial interest and to note and evaluate 
certain trends. 

A shift in emphasis was obvious. ‘“Standardiza- 
tion” and “Raising of standards” have been slogans 
in the past, but there is now a much more wide- 
spread recognition, than a few years ago, that the 
student is of more importance than the curriculum, 
and the objective is of more importance than the 
means thereto. It was repeatedly emphasized that 
the intangibles of education should receive more 
thought and that the evaluation of education should 
be qualitative rather than quantitative. These rath- 
er inaccurate phrasings were both used freely and 
criticized freely, for in science one cannot escape 
from the idea of quantity. There is no less need 
for standards and for quantitative determinations 
but there is increased awareness of the defects of a 
mechanical and unintelligent application of quanti- 
tative tests. A strong tendency for medical educa- 
tion to become mechanical has been evident. 

The resurvey of medical schools made consider- 
able progress in 1935 and will probably be completed 
by June, 1936. Considerable variation has been 
found in the approved schools, due in part to the 
increased freedom for experiment in the past ten 
years and to the stimulation of initiative, evident 
because of the freedom, and in part to the devel- 
opment of a certain complacency on the part of 
schools which were satisfied with having met the 
generally accepted standards of some years ago. It 
will be necessary to wait until the completion of the 
survey for a just résumé of the findings. 

The incomplete study suggests, however, that sur- 
veys should be made more often than once in twenty- 
five years, the first having been the Flexner report 
to the Carnegie Foundation in 1910. It also con- 
firms what had been generally suspected that clin- 
ical teaching has not advanced so rapidly nor so 
far as has teaching in the preclinical and labora- 
tory branches. It was on this account that the 
so-called “full time” system in the clinical depart- 
ments was introduced. It is to be hoped that the 
survey will include some comments on the suc- 
cesses and failures of the various methods which 
have been introduced in the past twenty-five years 
to improve clinical teaching. 

In the survey there has also been an effort to 
evaluate the schools more by qualitative than by 
quantitative standards and the character of the 
student body has received special attention. No 
public announcement has been made in regard to 
change in status of any hitherto approved institu- 
tion, but the emphasis on the need for more fre- 
quent surveys and the rumors as to unsatisfactory 
conditions in some of the approved schools indicate 
that complacency is not now the order of the day. 
Under stress of curtailment of financial resources 
in recent years, some institutions have lowered 
their standards. 


—— 
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Some of the critics of the survey have stated 
that one of its purposes is to limit the number of 
medical students and thus ultimately to limit the 
number of physicians. The survey has no such 
purpose, regarding these questions as outside of its 
scope. A possible misunderstanding has arisen, how- 
ever, as the survey has shown that, perhaps for 
financial reasons, the number of students admitted 
to certain schools has gravely exceeded the capacity 
of the material equipment. No limit to the size of 
the school has been suggested by the survey, but it 
has stated that there is a definite limit to the number 
of students set by the material equipment, and that 
increases in the number of students without corre- 
sponding increase in equipment impairs the ad- 
equacy of the medical education to which the 
student is entitled. Such inadequacy is intolerable 
and will not be approved. 

The accrediting of educational institutions must 
continue but better methods for evaluating the end 
product, the graduate, must be devised. The dif- 
ficulty in evaluating the intangibles such as char- 
acter, temperament, and fitness for practice should be 
regarded as challenges to continued experiment 
and more intelligent testing. 


Who shall do the accrediting? The self-criticism 
of inte’ligent and honest teachers may be one of the 
best methods, but complacency often invades educa- 
tional institutions. Accrediting by the medical 
profession, if a practicable scheme be devised, ought 
to be the central core in any comprehensive pro- 
cedure. Yet this must be supplemented on one side 
by the contributions of the schools themselves, and 
on the other side by the power of the state exer- 
cised through licensing boards. The combination 
of these three factors probably gives the most just 
and most penetrating criticism. It is to be re- 
membered that the state cannot give up its police 
power to be exercised for the protection of the 
citizens, although it may not need to flourish the 
policeman’s stick on every occasion. 


Inspection preliminary to accrediting may have 
an unexpected value. If it is carried on by per- 
sons from outside the institution, with sympa- 
thetic understanding of the problems of medical 
education in general and those of the institution in 
particular, it may have a stimulating effect which 
far more than overbalances the depressing effect 
of the thought of exercise of the police power. 

The problem of the specialist continues to trouble 
the medical profession and medical schools and 
boards of registration. Perhaps a peak in the 
proportion of medical specialists to the whole med- 
ical profession was reached in 1930. But some sort 
of solution is being worked out and within the next 
year there will be launched additional boards of 
certification, similar to those for ophthalmology and 
otolaryngology thus bringing the number of these 
boards for the specialties up to twelve. 

The educational procedure has at least two aspects: 
selective and developing. In the past the selecting 


process has been limited to acceptance of students 
for the school. It is but fair to the candidates to give 
them opportunities to select: by making available to 
them information about the profession, the require- 
ments, the scope, the opportunities, the limitations, 
the difficulties; and full and detailed information 
about medical schools, so that when they choose, it 
will be with abundant information. 

It is well known that occasionally the most fertil- 
izing influences come from the introduction of ideas 
from another field. It was, therefore, especially inter- 
esting to note that more than half of the contribu- 
tions to the discussions of the first day of the 
congress were, with the exception of the symposium 
on obstetrics, by non-medical educators. It may not 
be quite true that medical education is nine parts 
education and one part medicine, but a more general 
recognition by physicians of the ideas and prin- 
ciples of education in other fields might have a 
powerful leavening effect if given an opportunity to 
work in the medical school. It is a moot question, 
things being as they are, how education should be 
carried on at the medical school level. The respon- 
sibility of a university in medical education was dis- 
cussed, the difference between university and pro- 
fessional education was emphasized and it was 
pointed out that if the university fulfilled its func- 
tion properly in training the student in the pre 
medical course he would be prepared for the med- 
ical school. The content of the premedical course 
is by no means unimportant, but if the student 
has become educated in the university he may be 
trusted to learn largely by himself in the medical 
school. Again the intangibles of medical educa- 
tion are more important that the tangibles. 

Standardization and the raising of standards are 
often accompanied by the idea of restriction of 
numbers. It is often said, “There are too many 
physicians.” But this scarcity economy is not 
justified for the capacity of the social organism to 
absorb and to use well-trained physicians is not 
known. Such experience as we have indicates that 
the limit is not fixed. Theoretically there may be 
an upper limit but for practical purposes it does 
not yet need to be considered. Here also arbitrary 
interference with the working of the law of supply 
and demand is certain to result in deep-seated re- 
sentment because of arbitrary discrimination in ex- 
cluding some persons from privileges which all 
qualified persons are entitled to enjoy. A clear 
defect in the education of the physician is that he 
is not informed as to the social implications of his 
profession. This is in part due to the medical 
school, but in no small part to a lack in the pre- 
medical education which the university or college 
should contribute through its so-called cultural 
courses. They should give a background against 
which reference to the social implications of med- 
icine has some meaning. 

One medical specialty was the subject of a sym- 
posium: Obstetrics in the undergraduate cur- 
riculum. Although there was repeated the charge 
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that there is a relatively high maternal and infant 
mortality in the United States, and the statistical 
basis for the charge was again challenged, there 
was agreement that the rates are inexcusably high. 
The failure to improve the total rate, in spite of the 
alleged benefits of prenatal care, known to have 
given improvement in some cases, was attributed to 
increased mortality due to increased interference at 
delivery. Undergraduate education in obstetrics 
should be increased so that the proportion of 
the time of the student given to this subject 
will more nearly approximate the proportion of 
the time of the practicing physician devoted to 
obstetrics. Such increased emphasis will have two 
important effects. It will give the physician better 
training for such obstetrics as he may be called 
upon to practice; and it will make him hesitate 
longer in carrying out so casually interfering pro- 
cedures at delivery, which are actually not so free 
from danger as his inexperience may have led him 
to believe. 


The decision by the Council on Medical Educa- 
tion in the past year to decline to recognize in- 
definitely the two-year medical schools met with 
strong protest from these schools: so strong in fact 
that the council changed its decision. These schools 
present a deficiency which, with the swinging of 
the pendulum toward emphasis on clinical teach- 
ing, threatens to become serious. Agreement as to 
just when contact between student and patient 
should begin is by no means universal and the 
advocates of the two-year schools claim that the 
deficiency in their curriculum, if any, is greatly 
overbalanced by other considerations. These schools 
are small, are connected with colleges or univer- 
sities from which most of their students come, and 
are distant from large centers of population. The 
students are, therefore, selected on the basis of far 
more intimate knowledge than is possible in the 
large urban medical school with five hundred toa 
thousand applicants and on the average come from 
better stock. Their actual records when they finish 
their course after admission to the four-year 
schools completely justify their training. As the 
students often come from homes near the two-year 
school, the financial burden is less heavy for this 
period of time. There was noticeable among the 
advocates of the two year schools a tendency to 
emphasize the value to any state in their opinion of 
having a large proportion of its physicians of stock 
native to that state. 


In the discussion of the National Board of 
Medical Examiners it was brought out that the in- 
fluence of the Board had extended far beyond the 
original intent which had been merely to facilitate 
by its certification the fluidity of movement of 
physicians throughout the United States from one 
state to angther. This is important and the Board 
has been successful in this respect, but the part 
which the Board has come to play directly and 
indirectly in medical education has been an un- 


expected and gratifying by-product. Although it 
does not of course claim credit for originating 
the comprehensive examination, its advocacy and 
use of this procedure have had a_ widespread 
influence, and today the work of the Board is 
far more intimately a part of medical education 
than ten years ago, and its examinations are a 
far better test of qualifications than twenty years 
ago, when the Board began its work. 

At the present time there is a deplorable lack of 
coéperation on the part of State Boards of Regis- 
tration in Medicine with the Federal Narcotic Bureau. 
Perhaps this is just the result of former lack of 
coéperation on the part of the Federal Bureau, 
but a change in their regulations has made their 
coéperation possible and a_ sufficient number of 
years has elapsed since the change was made to 
permit codperation to be widespread. Approximately 
80 per cent of the drug addictions and about the 
same number of violations of the Harrison Narcotic 
Law in 1933 and 1934 reported to State Boards re- 
main without Board action. 

The position of psychiatry in medical education is 
slowly changing so that it receives more attention, 
but it is not clear that the increased emphasis on 
the intangible factors in medicine, as in the per- 
sonality of the teacher, the student and the patient, 
is in a major degree due to the efforts of the psychia- 
trist. Yet he has a great opportunity here and it 
would seem to be essential that all physicians should 
have some knowledge of psychiatry for competence 
in the practice of medicine. State Boards are in a 
peculiar position. In Massachusetts alone is an ex- 
amination in psychiatry required by statute and 
here it is combined with other subjects. In some 
states psychiatry is introduced under general med- 
icine but in most states it is ignored. 


FAULKNER HOSPITAL CLINICAL MEETING 


The regular monthly clinical meeting was held 
at The Faulkner Hospital on Thursday afternoon, 
February 6, at 5:00 P.M. 

The first of the two cases for discussion was 
that of a young girl of seventeen who was well 
until two months before admission to the hospital 
and who died two months after. Her symptoms con- 
sisted of a lame left foot which she thought was 
the result of a fall, a hard swelling in the vulvar 
region on the left and a numbness and soreness in 
the left hand and left arm. On physical examina- 
tion there was obviously an anemia, a Horner's 
syndrome suggesting an injury to the left cervical 
sympathetic nerves and a hard mass about the 
size of a small egg in the region of the left labia 
which seemed to be attached to the pelvic bones. 
X-ray studies showed a thinning of the rim of the 
acetabulum on the left and rarefaction of the pelvic 
bone in this area. Otherwise the bony framework 
was normal and the chest was negative. From 
the x-ray pictures a definite diagnosis was not pos- 
sible. It suggested several possibilities including 
atrophy from disuse, infectious arthritis and neo- 
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plasm. A biopsy was done on the tumor mass which 
was found to be not adherent to the bone. It was 
reported by the pathologist as a rhabdomyosarcoma. 
The patient continued to go downhill very rapidly 
with vomiting and progressive anemia. At the au- 
topsy this unusual striated muscle tumor was 
found to have replaced most of the bone marrow 
in the body. Histological preparations of the various 
organs were thrown upon the screen so that the 
actual microscopic lesions were demonstrated. About 
the only place in which blood was being formed 
was in the spleen which had taken on extra func- 
tion in this regard. 


A second case was of special interest because it 
upsets the generally accepted idea that the end re- 
sult of acute glomerular nephritis with uremia usu- 
ally occurs in individuals under forty and is usually 
preceded with a history of acute nephritis. This pa- 
tient was sixty-two years of age and had a family 
history suggesting vascular disease. The past his- 
tory was negative so far as any disturbance in the 
kidneys was concerned. The patient was well up 
until four months before admission and died three 
weeks after admission. The picture was typical of 
uremia with shortness of breath, vomiting, eye- 
ground changes and hypertension but there was no 
edema. The urine showed albumin, red blood cells, 
leukocytes and casts and the specific gravity was 
fixed between 1.013 and 1.017. There was a sec- 
ondary anemia and a steadily rising nonprotein 
nitrogen in the blood starting at 108 mgm. per 
100 cc. and eventually reaching 400 mgm. The pa- 
tient showed pronounced sepsis about the teeth. At 
postmortem examination the kidneys were found 
to be small and pale and the histological sections 
of the kidngys thrown upon the screen showed the 
microscopic changes clearly of healed acute glo- 
merular nephritis without the vascular disease that 
was expected as seen in benign or malignant nephro- 
sclerosis. A careful check with the relatives failed 
to give any indication of when the acute glomerular 
nephritis occurred. The question was raised as to 
whether absorption from the very bad teeth could 
cause an acute glomerular nephritis which was 
overlooked. The age of the patient and the ab- 
sence of any history of acute nephritis make this 
case quit2 unusual. 

Dr. Harry C. Solomon then discussed the value of 
fever therapy in various conditions. He first re- 
viewed the methods of producing fever as a thera- 
peutic procedure. The start in this form of therapy 
began about 1918. The injection of typhoid vac- 
cines intravenously was one of the earlier methods. 
The fever produced by the typhoid inoculations is 
unreliable. This was followed by the production of 
malaria in patients. Although the fever produced 
by malaria is satisfactory, there is a certain amount 
of danger with this procedure. A hot bath with 
temperature around 107° will produce fever up to 
105° or 106° in half an hour, but patients are 
apt to collapse under this form of therapy. Dia- 
thermy was next introduced with the patient in- 
sulated to prevent the radiation of heat from the 


body. This method is satisfactory with the excep- 
tion of the danger of burns from poor contacts. 
Radiothermy was next introduced which is the pas- 
sage of short wave current through an individual 
in a radio box which is insulated to prevent the 
heat from being dissipated. Sometimes burns occur 
from the sparks. A large heating electric pad to 
surround the body is another form. Recently boxes 
with heated air and high humidity have been de- 
vised which are the most satisfactory. Dr. Solo- 
mon pointed out that this form of treatment is not 
without danger. There is a considerable strain 
upon the individual who is subjected to this rise 
of temperature. There is marked loss of fluid and 
salt from the body which has to be controlled. The 
blood pressure becomes elevated at the start but 
soon drops and the diastolic may fall to 0 with 
threatened vasomotor collapse. The pulse rate be- 
comes rapid. The blood flow becomes accelerated 
but often is not sufficient to maintain proper cir- 
culation as is noted by mental changes during the 
treatment. The temperature can be elevated to 
105°-106° in about one hour and the cooling off 
process varies with the procedures used but usually 
takes about two hours. These patients usually have 
the temperature elevated for several hours. Occa- 
sionally the cerebral control of body temperature 
disappears and the temperature will not stop rising. 

Having created a wholesome respect for the dan- 
gers and difficulties attendant upon this form of ther- 
apy Dr. Solomon then took up the conditions in which 
it has been tried and discussed its value. The spiro- 
chetes of syphilis are killed in vitro at approxi- 
mately 103° and fever treatment will kill the spiro- 
chetes in tlhe brain tissue in general paresis. It is 
also successful in patients who have a sensitiveness 
to arsenic and certain gummatous conditions which 
will not 1espond to arsenic and mercury. He has 
noted a striking result in interstitial keratitis, syph- 
ilitic iritis and uveitis. He does not recommend 
the treatment for the early stages of syphilis. The 
gonococcus is reported to be killed in vitro at a 
temperature between 105°-106° and favorable re- 
sults have been reported clinically with fever thera- 
py after a half dozen to a dozen treatments. Or- 
chitis and gonococcal arthritis are the conditions 
most favorably influenced. The results in salpin- 
gitis have not been so affected although recently 
good results are reported by a combination of fever 
therapy and diathermy locally. Conditions in which 
fever therapy has been tried with questionable re- 
sults are rheumatoid arthritis, streptococcus viri- 
dans, endocarditis, peripheral vascular disease, mul- 
tiple sclerosis and other degenerative diseases of 
the central nervous system. Good results seem 
to have been accomplished in Sydenham’s chorea. 


HARVARD MEDICAL SOCIETY 


The Harvard Medical Society met eJanuary 14, 
1936, at the Peter Bent Brigham Hospital, Dr. John 
Homans presiding. The medical case was present- 
ed by Dr. L. E. Putnam: A forty-five year old male 
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Italian laborer entered the house nineteen days pre- 
viously complaining of swelling of the face and neck 
of six days’ duration. His past history was nega- 
tive except for a short period three months pre- 
viously when he suffered with a stiff neck and 
“rheumatic” pains in his extremities, unaccompanied 
by either swelling or stiffness. Physical examina- 
tion on entry showed marked swelling of the face 
and neck, and a dilatation of the veins of the face, 
neck, and chest. There was a slight peripheral 
arteriosclerosis. D’Espine’s sign was positive, and 
there was dullness over the spines of the upper 
thoracic vertebrae. The white blood count on ad- 
mission was 13,000, but immediately subsided to a 
normal level. X-ray studies revealed increased den- 
sity of the posterior superior mediastinum. Throm- 
bosis of the superior vena cava, and lymphoma with 
enlargement of lymph nodes in the superior medi- 
astinum and compression of the superior vena cava 
were suggested as diagnoses. Therapeutic x-radia- 
tion was given, with subsequent slight clearing of 
the mediastinal shadow, decrease in venous engorge- 
ment, and lowering of the venous pressure in the 
right arm from 300 mm. to 250 mm. of water. 

Dr. Sosman commented that the clearing of the 
mediastinum was not necessarily due to response 
to the radiation, since development of collateral cir- 
culation would produce a similar decrease in the 
size of the shadow. 

Dr. Fulton pointed out that thrombosis of the 
superior vena cava except from external pressure is 
extremely rare in occurrence, and that pressure 
from enlarged mediastinal lymph glands alone could 
easily produce all the signs and symptoms observed 
in this case. 


The surgical case was presented by Dr. Donald 
B. Hall. A sixty-year old Jewish male entered the 
hospital eleven days previously with a history of re- 
current attacks of epigastric pain which radiated 
to the right subscapular region, and which were 
occasionally accompanied by jaundice. Three days 
before entry he experienced an extremely severe at- 
tack. Examination on admission to the hospital 
showed a marked degree of jaundice, and slight 
tenderness in the region of the right hypochron- 
drium. The icteric index was 60, and the white 
blood count 16,000. On the seventh day after en- 
try the jaundice had subsided, and cholecystectomy 
and exploration of the common duct were _per- 
formed. Culture of the gallbladder after removal 
was positive for B. Welchii. On the first postopera- 
tive day his temperature rose to 105 degrees, and 
the white count was 56,000. Examination of the 
chest was negative except for a few rales at both 
lung bases. Culture of the wound was positive for 
B. Welchii, and the rabbit inoculation test proved 
the presence of this organism. After forty-eight 
hours his temperature rapidly subsided, and had re- 
mained normal for the past two days. There was 
no crepitus of the wound at any time. 

Dr. Cutler stated that bilateral pulmonary atelec- 
tasis probably accounted for fever, and that the 


B. Welchii in the wound probably played no part 
in the reaction. The finding of B. Welchii in the 
liver and gallbladder is not uncommon, but such 
organisms seem to be avirulent. He believes that 
they reach the liver by being carried through the 
portal system, and not by an ascending infection of 
the biliary tract. 

Dr. Francis G. Benedict delivered the paper of 
the evening on “The Physiology of the Elephant.” 
The physiology and anatomy of the elephant are lit- 
tle known, because of the difficulty in procuring 
animals suitable for study, and because of the tech- 
nical problems presented by the enormous size of 
these animals. Dr. Benedict’s studies were per- 
formed on an 8,000-pound female Indian elephant, 
and sixty-three animals in three circus herds. 

Several time-honored myths and fables relative to 
elephants and their behavior were disproved. The 
belief that the animals can breathe only through 
their trunks is false, and determinations of meta- 
bolic rates by trunk breathing experiments are some 
forty per cent lower than those determined by means 
of a respiratory chamber in which the whole animal 
could be placed. The respiratory exchange of the 
animal is large, amounting to some ten liters of 
oxygen per minute. Approximately 661 liters of meth- 
ane gas are given off, during the course of twenty- 


four hours, one-third of which is excreted in the 
expired air. 
Elephants give only very slight indications of 


their periods of estrus, and Dr. Benedict was unable 
to find the flow of the temporal gland which is sup- 
posedly characteristic of the period of sexual ac- 
tivity. The period of gestation varies between 
eighteen and twenty-two months, and the new-born 
animals stand three feet high-at the shoulder, and 
weigh approximately 200 pounds. 

Elephants do not reach the great ages recounted 
in fiction, and an eighty year old animal is to be 
considered quite old. The average age of the circus 
animals is about thirty years. The average animal 
weighs approximately 6,000 pounds and its shoulder 
height is about seven feet, four inches. Exception- 
ally large animals may weigh 8,000 pounds and 
stand eight feet at the shoulder. 

The respiratory rate while standing varies be- 
tween five and ten per minute, and is only four or 
five per minute when the animal is lying quietly. 
The heart rate could not be determined directly, but 
was obtained by means of electric leads and a gal- 
vanometer in a manner similar to that used in 
electrocardiography. It was discovered that the 
heart rate of the animal while lying was about 
seven beats per minute higher than when it was 
standing, the rates being thirty-five and twenty- 
eight beats per minute, respectively. 

The body temperature of the elephant was ascer- 
tained indirectly by determining the temperature 
of recently excreted urine and feces, and was found 
to be approximately 35.9 degrees centigrade. (96.6 
degrees Fahrenheit.) 

The food intake amounts to about 150 pounds of 
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hay each day; and some fifty gallons of water are 
consumed during a twenty-four hour period. 

Studies of urinary constituents, and of intake 
and output, have shown a low endogenous metabo- 
lism. The approximate basal metabolic rates of the 
8,000-pound animal studied by Dr. Benedict was 49,- 
000 calories per twenty-four hours, or thirteen 
calories per kilogram, and 2,060 calories per square 
meter of body surface. One large animal produces 
as much heat as thirty men. 

The elephant’s legendary fear of mice does not 
exist, and they are not in the least perturbed by 
either rats or mice running over their bodies. 


NEW ENGLAND PHYSICAL THERAPY SOCIETY 
The regular meeting of the New England Physical 
Therapy Society will be held at the Hotel Kenmore, 
Boston, on Wednesday evening, March 18, 1936, at 
8 P.M. 
PROGRAM 
Static Foot Conditions and Their Treatment— 
Howard Moore, M.D., Boston. 
The Discussion will be opened by George E. Deering, 
M.D., Worcester. 
The Council will meet at six. 
Dinner will be served to members and their guests 
in the main dining room at six-thirty. 
Physicians and medical students are cordially in- 
vited to attend. 
WILLIAM D. M.D., Secretary. 
41 Bay State Road, Boston. 


NEW ENGLAND OPHTHALMOLOGICAL SOCIETY 
‘The 309th meeting of the New England Ophthalmo- 
logical Society will be held on Tuesday, March 17, 
1936, at the Massachusetts Eye and Ear Infirmary, 
243 Charles Street, Boston. 

9:00 A.M. Clinic and Operating Room. 
11:30 A.M. Neuro-Ophthalmological Conference. 
8:00 P.M. 
CASES: 
Corneal Dystrophy—Dr. Trygve Gundersen. 
Sarcoma of Iris—Dr. William P. Beetham. 
Choroideremia—Dr. J. Herbert Waite. 
PAPER: 
Experimental Exophthalmos—Dr. Harry B. 
Friedgood. 
Dr. WILLIAM P. BEETHAM, 
Secretary-Treasurer. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Shattuck Street Entrance), Tuesday 
evening, March 24, at 8:15 P.M. 


PROGRAM 
Presentation of Cases. 
The Genesis of Thyroid Proteins. 
T. Salter. 
Magnesium Metabolism in Health and Disease. By 
Dr. Joseph C. Aub. 


By Dr. William 


Medical students and physicians are cordially in- 
vited to attend. 


MARSHALL N. Futon, M.D., Secretary. 


MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 
A meeting will be held at St. Elizabeth’s Hospital, 
Brighton, on Wednesday, March 18, at 8 P.M. 
PROGRAM 

1. Report of a Case of Abdominal Pregnancy. Dem- 
onstration of specimen.—George F. Keenan, 
M.D. 

2. Report of a Case of Bilateral Pyelonephrosis 
with Giant Calculi. Demonstration of x-rays. 
—Edward J. O’Brien, M.D. 

3. Bronchoscopy as an Aid in Diagnosis; 
X-Rays.—John E. Burns, M.D. 

4. Industrial Dermatitis, with Lantern Slides.—John 
G. Downing, M.D. 

5. Use of Living Sutures in Repair of Recurrent 
Inguinal Hernia. Lantern Slides—Edward M. 
Hodgkins, M.D. 

6. Peripheral Vascular Disease, and Demonstration 
of Pavaex Machine.—John F. Casey, M.D. 

7. Demonstration of Pathological Specimens.— 
Francis P. McCarthy, M.D. 


The meeting will begin promptly at 8 P.M. and it 
is expected that no paper will take more than 
fifteen minutes. 

Members of the Society are urged to bring guests. 
Internes and medical students as well as any phy- 
sician not resident in this District are cordially 
invited. 

A buffet supper will be served after the meeting. 


SuMNER H. Remick, M.D., President, 
ALEXANDER A. LevI, M.D., Secretary. 


with 


THE BOSTON MEDICAL HISTORY CLUB AND 
THE BOSTON MEDICAL LIBRARY 
The Boston Medical History Club and The Boston 
Medical Library will hold a joint meeting on Mon- 
day, March 16, at 8:15 P.M. in John Ware Hall, 
8 Fenway, Boston. 

“The History of the Lymphatics’—By Professor 
John F. Fulton, M.D., Sterling Professor of 
Physiology, Yale University. 

BENJAMIN SPEcToR, M.D., 
Secretary, Boston Medical History Club. 
In connection with the address, there will be an 
exhibition of books from the collection of the 
Boston Medical Library. 


NEW ENGLAND HEART ASSOCIATION 

The next meeting of the New England Heart As- 
sociation will be held at the Boston Lying-in Hos- 
pital, Monday, March 23, at 8:15 P.M. The program 
will be announced later. All members of the New 
England Heart Association and interested physi- 
cians are invited to attend. 

JAMES M. FauLkner, M.D., Secretary. 
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SOCIETY MEETINGS, CONGRESSES April 8—Joint Meeting of the Massachusetts Tubercu- 

AND CONFERENCES losis League and the Hampden County Tuberculosis and 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, MARCH 16, 1936 


Monday, March 16— 


8:15 P.M. Joint Meeting of the Boston Medical His- 
tory Club and the Boston Medical Library. 8 
Fenway, Boston. 


Tuesday, March 17— 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Analysis of Case of Poliomyelitis Seen 
on the District — During the 1935 Epidemic. 
Dr. Edith Robins 

9 A.M., 11:30 A.M., * Pp. New England Ophthal- 
mological Society. Massachusetts ae and Ear 
Infirmary, 243 Charles Street, Boston 

*12 M. South End Medical Club at the ‘office of the 
Boston Tuberculosis Association, 554 Columbus 
Avenue, Boston. 

2:30 P.M. Pediatric Ward Visit. Massachusetts Eye 

and Ear Infirmary. 


Wednesday, March 18— 


Boston Dispensary, 25 Bennet Street, 
Quantitative Studies in Nasal Obstruc- 
tion. Dr. H Sternstein. 


Clinico-Pathological Conference. 
ospital. 


*8 P.M. New Therapy Society, 
Hotel Kenmore, Bost 

*8:30 P.M. reater Cholim Hospital. 
45 Street, Roxbur 


Children’s 


Thursday, March 19— 


*§:30-9:30 A.M. Clinic, Surgical Staff of the Peter 
Bent Brigham Hospital, at the Peter Bent Brig- 
ham Hospital. 

*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Social Service Case Presentation. Miss 
Edith R. Canterbury. 

*3:30 P.M. Medical Clinic at the Peter Bent Brigham 
Hospital. 


Friday, March 20— 


*9-10 A.M Boston Dispensary, 25 Bennet Street, 
Boston. Studies in the Interrelation of the Thy- 
roid and Adrenal Glands. Dr. Elliott C. Cutler. 


Saturday, March 21— 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. pea Case Presentation. Dr. S. J 
Thannhau 

at the Peter Bent Brigham Hos- 
pital. 


Sunday, March 22— 
4 P.M. Free Public Medical School, 
Building D, Longwood Avenue. Chronic Disease 
at the Crossroads. Dr. Lombard. 


*Open to the medical profession 
tOpen to Fellows of the Massachusetts Medical Society. 


March 13—William Harvey Society will meet at 8 P.M. 
in the Auditorium of the Beth Israel Hospital, Boston. 

March 16—Joint mocking of the Boston Medical History 
Club and the Boston Medical Library. See page 560. 

March 17—New England Ophthalmological Society. 
page 560. 

March 17—South End Medical Club will meet at the of- 
fice of the Boston Tuberculosis Association, 554 Columbus 
Avenue, Boston. 

March 17—Lawrence Cancer Clinic at the Lawrence 
General Hospital, 1 Garden Street, at 10 A.M. 

March 18—New England Physical Therapy Society. 
page 560. 

March 18—Greater Boston Bikur Cholim Hospital will 
hold a medical meeting at 8:30 P.M., 45 Townsend Street, 
Roxbury. 

March 19—Medical Clinic, Peter Bent Brigham Hospi- 
tal. See page 554. 

eo 23—New England Heart Association. 
560. 


See 


See 


See page 


March 24—Harvard Medical Society. See page 560. 

March 30—Springfield Medical Association, 8:30 P.M. 
at the rooms of the Springfield Academy of Medicine, 
20 Maple Street. The Development of Surgical Practice 
in Springfield. Dr. John M. Birnie. 


Health Association. 


See “An address 
Emerson.”’ 


Page 498, issue of March 5. 

April 20-24—A Postgraduate Institute in Philadelphia. 
See page 497, issue of March 5. 

May 12-16—The International a he of Physical Med- 
cine. See page 443, issue of Febru 27. 

June 15-19—The Executive Board ‘a the Catholic Hos- 
A Association will meet at the Fifth Regiment Armory, 

altimore, Md 

June 16-July 28—Summer cata in Bacteriology. See 
page 385, issue of February 

September, 1996 First, Conference on 
a Therapy. See page 1325, issue of December 26, 


September 7-10—International Union against Tubercu- 
losis. See page 554. 

October 19-23—Clinical Con 
lege Surgeons. 


by Dr. Kendall 


ess of the American Col- 
See page 180, issue of January 23. 


DISTRICT MEDICAL SOCIETIES 
ESSEX SOUTH DISTRICT MEDICAL SOCIETY 
Cli rhe 5 P.M. Din P.M. ~ 69 aker: Dr. Richard H. 
Overholt of the Lahey Clinic. Subject: Chest Surgery. 
May 7—Thursday. Censors’ Meeting. 


May 13—Wednesday. Annual Meetin Salem Country 
Club. Dinner at 7 P.M. - errr Dr. Paul White. Sub- 
ject to be announced late 


4 E. STONE, M.D., Secretary. 
88 Lothrop Boulevard, Beverly. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
May 12—Weldon Hotel, Greenfield, at 11 A.M. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland. 
MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 

May 6—Bear Hill Golf Club, Stoneham, at 12:15 P.M. 


K. L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Avenue, Melrose. 


MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 
March 18—See page 560. 


NORFOLK DISTRICT MEDICAL SOCIETY 


March 31—Hotel Kenmore, at 8 P.M. Dr. Benedict F. 
Boland—Cauterization of the Cervix Uteri Using Various 
Electrical Methods. Illustrated with lantern slides 

May—Annual Meeting. (Place, date and subject to be 
announced.) 

The censors meet for the examination of candidates: 
May 7, 1936; November 5, 1936. 

FRANK 8S. CRUICKSHANK, M.D., Secretary. 

1236 Beacon Street, Brookline. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 
March 19—Plymouth County Sanatorium, South Han- 
son. 


‘April 16—Brockton Hospital. 
May 21—Lakeville State Sanatorium. 

G. A. MOORE, M.D., Secretary. 
167 Newbury Street, Brockton. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


March 18—Meeting at the Boston Medical Library. 
The Laboratory and Clinical Story of Fatig Dr. 
Arlie V. Bock and Dr. vid B. Dill. teeuanion: Dr. 
way J. MacPherson and Dr. Augustus Thorndike, Jr. 

ril 29—Annual Meeting at the Boston Medical Library. 
The Treatment of Septicaemia, Dr. amp Lyons. The 
Pleurality of Scarlatinal 4 gy Toxin, Dr. San- 
ford B. Hooker. Discussion: s Zinsser. 

The motnenk profession is pn invited to attend 
these meeting 

ROB BERT L. DeNORMANDIE, M.D., sresifent, 
CHARLES C. LUND, M.D., Secretary 


WORCESTER DISTRICT MEDICAL SOCIETY 


April 8—Wednesday evening. Hahnemann Hospital, 
Worcester, Mass. Dinner and scientific program. Sub- 
jects of program to be eanauaned later. 

May 13—Wednesday afternoon and evening. Annual 
Meeting of Society. Time, place and details of program 
to be announced in an April issue of the Journal. 

ERWIN C. MILLER, M.D., Secretary. 

27 Elm Street, Worcester. 
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BOOK REVIEWS 


Public Health Administration in the United States. 
Wilson G. Smillie. 458 pp. New York: The Mac- 
millan Company. $3.50. 

This book is a summary of the ways and devices 
employed by the various public health administra- 
tors of today, and it suggests their trends and goals 
for tomorrow. As one reads it he feels that public 
health administration must be an individual appli- 
cation of more or less arbitrarily conferred powers. 

The section on the control of communicable dis- 
ease contains 120 pages. It is a little too conven- 
tional to be instructive from the clinician’s point of 
view; for example, the active immunization of dogs 
against rabies by a single injection “has been ap- 
plied successfully”, and typhoid vaccination “has 
proved very popular’. One would rather have a state- 
ment of evidence for the value of such widely prac- 
ticed procedures. Amebiasis and trichinosis are 
not discussed, although meningococcus meningitis 
and poliomyelitis are each given five pages. 

About 130 pages are devoted to chapters on the 
basic activities of health administrators. Many of 
these are very well done—particularly the chapter 
on public health nursing—and it is in this section 
that the most informative reading will be found. 

The remaining pages describe the formulation of 
basic activities into public health programs by 
rural, municipal, state and federal government de- 
partments. For the casual reader the continued dis- 
cussion of these basic activities becomes somewhat 
repetitious toward the end of the book. Repetition, 
however, is good pedagogy—and this is essentially 
a textbook for students of Public Health Administra- 
tion. There are other chapters on disaster relief, 
budgets, ete., to round out the whole subject of 
community health organization. Of these the chap- 
ter on voluntary health organizations is perhaps 
most worthy of a wider circulation than it will at- 
tain in this book. 

The book itself should be read by every public 
lealth administrator and by many others. Indeed, 
it would be well if it were read by each member of 
the great army that fiavors its social vanity with 
charity. 


Thermal Processes for Canned Marine Products. 
Volume 2. O. W. Lang. 182 pp. California: Uni- 
versity of California Press. 

This publication gives the results of a bacterio- 
logical inquiry into the canning of marine products 
on the Pacific Coast. The investigation was in- 
spired by the occurrence of two fatal cases of botu- 
lism following the ingestion of sardines canned in 
tomato sauce and originating in California. 

The monograph sets forth the results of the sub- 
sequent investigation of canning procedures in the 
case of the following marine products: Abalone, 
kamaboko (Japanese style preparation from barra- 
cuda), mackerel in brine, sardines, shad, shad roe, 
squid, tempra (Japanese style barracuda fish cakes), 
tuna, mackerel in oil, bonito and yellow tail. The 
general phases are covered by the investigation of 


(1) the bacterial flora of canning plants; (2) the 
heat resistance of botulinus spores; (3) the heat 
penetration rates in canned marine products in va- 
rious types of pack, and cans of different dimen- 
sions and styles, and finally a study of processing 
times required to secure certain sterilization in 
canned products previously infected with spores 
having a greater heat resistance than  botulinus 
spores. 

The results obtained in this comprehensive inves- 
tigation which was both well conceived and well 
carried out result in recommendations of great 
practical utility to the canning industry. 


National Medical Monographs. Commoner Diseases 
of the Skin. S. William Becker. 283 po. New 
York: National Medical Book Company, Inc. 

This little volume should be of special interest to 
the general practitioner. The common skin dis- 
¢ases are considered from a somewhat different 
viewpoint in many instances as compared with the 
average textbook. There is no introduction con- 
taining anatomy, physiology, etc., and one is 
plunged immediately into the discussion of. diagno- 
sis and treatment. Much stress is placed on the 
functional dermatoses, especiaily the “neuroderma- 
toses” and the need for considering the background 
of the individual patient as well as the manifesta- 
tions on the skin. A limited formulary is given but 
the directions for its use are detailed. The photo- 
graphs are excellent. 


Modern Home Medical Adviser. Your Health and 
How to Preserve it. Edited by Morris Fishbein. 
905 pp. New York: Doubleday, Doran & Com- 
pany, Inc. 

The reviewer had supposed that Modern Home 
Medical Advisers disappeared with the high-wheel 
bicycle. But human nature being what it is, here 
is an old friend, brought up to date with photographs 
of blood transfusions, children’s clinics, rescue of 
the drowning and discussions of allergy and con- 
traception. 

There are twenty-three collaborators, seven of 
whom hail from Chicago, three each from Rochester 
and New York and one each from Kansas City, Ann 
Arbor, Iowa City, Winston-Salem, Boston, Cleve- 
land, Cincinnati, Philadelphia, Indianapolis and 
Toronto. 

Were a medical reviewer inclined to be critical 
he could find much to comment upon in these nine 
hundred pages. It is the sort of material which ap- 
pears monthly in Hygeia and those who enjoy read- 
ing the one will enjoy reading the other. Not trust- 
ing himself for a true appraisal, the reviewer lent 
the volume to two of his lady patients. Their re- 
actions may be summed up by stating that one con- 
sidered the work “splendid”, the other considered 
it “valuable”. It is probably indispensable to the 
sort of person who must be up to date in his medi- 
cal lingo. It is beautifully printed and bound and 
will thus be appreciated on the library shelves of 
the Intelligentsia. 


